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Abstract

The nursing literature recognized accountability in nursing practice as a critically
important concept. Unfortunately, the literature also indicated little consensus regarding
the parameters of accountability. The nurse practitioner's definition of accountability
was an essential element of practice. Therefore, the purpose of this qualitative study was
to investigate the meaning of professional accountability from the perspective of the
nurse practitioner. Using a "saturation in theme" criteria, a total of five nurse
practitioners served as participants in the study. All participants were members of their
state's professional association for nurse practitioners and either lived or worked in the
metropolitan area of a large Southeastern United States city. The Scope of Nursing
Practice of the Primary Health Care Nurse Practitioner (American Nurses Publishing,
1985) served as the theoretical model and the study posed the question: What is the
meaning of professional accountability to the nurse practitioner? All interviews were
audio-taped and later transcribed verbatim. The process of transcription analysis
involved a combination method integrating (a) the operations of intuiting, analyzing, and
description as delineated by Parse, Coyne and Smith (1985) and (b) steps delineated
within Colaizzi's (1978) framework for qualitative research. Participants and two
independent analysts corroborated the themes generated from data analysis.
Results indicate that the participants describe four major themes in their
perceptions of professional accountability: (a) commitment in accountability,
(b) responsibility in accountability, (c) caring in accountability, and (d) the use of
guidance systems as delimiters of accountability. Additional findings include the
expression of concern regarding accountability and the profession as a whole. This study
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validates the guiding theoretical framework, The Scope of Nursing Practice of the
Primary Health Care Nurse Practitioner. Recommendations for further study include
(a) further clarification of the meaning and parameters of professional accountability,
(b) validation of the identified themes with nurse practitioners in diverse settings, and
(c) development of a higher level theory model to include the identification of potential
relationships and dynamics of causality, temporal sequencing, and weighting between
and among the central themes identified in this research.
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Chapter I

The Research Problem

Snowdon and Rajavich (1993) indicated the difficulty related to the complexity
and definition of accountability: "Accountability is a complex issue with critical
implications for the nursing profession, yet to date it is a term that has defied any agreed
upon definition" (p.5). Historically, accountability in nursing has been an indirect,
passive focus through the physician and institution (King & Sagan, 1989; Mezey &
McGivern, 1993; Moniz, 1992; Nosek, 1987; Snowdon & Rajavich, 1993). As the scope
of nursing practice expanded, the gap of buffering layers between the nurse and true
accountability narrowed and issues related to accountability tied more directly to the
advanced practice nurse (King & Sagan, 1989; Mezey & McGivern, 1993; Moniz, 1992;
Nosek, 1987). The fact that professional accountability was supposedly an integral piece
of each nurse's practice was well documented in the literature. The questions of exactly
what is the true meaning of accountability, to whom is the nurse accountable, and for
what are nurses accountable remained unanswered (Batey & Lewis, 1982, Beck, Miller &
Adams, 1993; Lewis & Batey, 1982; Miller, Beck, & Adams, 1991; Passos, 1973;
Snowdon & Rajavich, 1993). Additionally, the nursing literature demonstrated that
accountability was a pivotal factor to the entire profession because of enlarging scope of
practice; therefore, accountability was especially critical to the advanced nurse practice.
However, there was a paucity of empirically contextual research on accountability in any
aspect of nursing. The preponderance of the literature related to accountability was
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philosophical in nature and although thought provoking, generated only a tenuous grasp
on the meaning of accountability.
Professional accountability generated implications for the profession as a whole,
but specifically for those in the advanced practice role of nurse practitioner. This
included those who were in clinical practice, education, administration, research, and
policy development. If nurse practitioners are to be accountable, the true meaning of
accountability must be determined. The purpose of this research was to determine the
meaning of accountability from the perspective of the nurse practitioner.

Theoretical Framework
The Scope of Practice of the Primary Health Care Nurse Practitioner (American
Nurses Publishing, 1993) served as the theoretical framework for this study. The Scope
of Practice of the Primary Health Care Nurse Practitioner (American Nurses Publishing,
1993) delineated the role of the family nurse practitioner, including the foundational
beliefs, educational requirements, boundaries, professional responsibilities, and
dimensions of both direct and indirect care giving roles. This framework was identified:
"who the nurse practitioner is, what the nurse practitioner does, and where and how the
nurse practitioner provides care" (American Nurses Publishing, 1993, p. 1).
The Scope of Practice of the Primary Health Care Nurse Practitioner included
these underlying beliefs:

1. A profession determines the scope of its practice with consideration of the
legal, political, economic, and educational variables within a society.
2. Primary health care in an integral part of the health care delivery system.
3. The nurse practitioner is a primary health care provider who functions
independently and interdependently.
4. The nurse practitioner is a client advocate in the primary health care setting.
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5. Nurse practitioners are accountable to the client, themselves, and the profession
for their practice, based on limits imposed by societal norms and rules and by
individual characteristics.
6. The client has a right to efficient, accessible, affordable primary health care.
7. Primary health care is oriented to the family and/or the broader system of which
the individual is part.
8. Primary health care is delivered to the client with a holistic approach.
9. The goal of nurse practitioners, as well as other nurses, is to promote health by
enabling informed self-care by the client to the greatest possible extent.
10 . The humanistic use of technology in the delivery of primary health care will
improve client outcomes. (American Nurses Publishing, 1993, pp. 2-3)

Education and certification indications for nurse practitioners were delineated
according to individual state board criteria in conjunction with state Nurse Practice Acts.
Nurse practitioner boundaries became "extended and redefined" and had "independent
and interdependent" facets, but the boundaries re-emphasized "comprehensive
assessment, and independent decision making about health and . .. care needs"
(American Nurses Publishing, 1993, p. 5).
Direct nursing care role was in accordance with the nurse practitioner's
"knowledge base, experience, and competence," included the use of the nursing process
in managing all health problems, and indicated the nurse was "accountable for health and
cost outcomes." Indirect nursing care roles were listed as those of the administrator,
educator, researcher, consultant, and each of these roles carried its own responsibilities
and ties to clinical practice (American Nurses Publishing, 1993, pp. 7-8).
The professional responsibilities of the nurse practitioner reflected the overall
regulating responsibilities of the profession. These included peer review, advocacy,
mentorship, and certification issues. Ethical obligations, conduct, and relationships were
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integral to the practice of nursing (American Nurses Publishing, 1993). Accountability
was inextricably intertwined in The Scope of Practice of the Primary Health Care Nurse
Practitioner (American Nurses Publishing, 1993). Accountability was a primary basis
upon which these guidelines were founded and was a subsequent result of the guidelines.

Statement of the Problem
The literature indicated that although the true meaning of accountability has not
been determined, consensus indicated that accountability was a critical issue with
numerous implications for nursing. There was a paucity of empirical research concerning
accountability, and there was no research addressing the meaning of accountability from
the perspective of the nurse practitioner. Thus, the problem for this research was to
determine the meaning of professional accountability from the perspective of the nurse
practitioner.

Significance to Nursing
Qualitative research was frequently utilized when attempting to understand a
phenomenon that has little existent related research. There was a paucity of empirical
research on the meaning of accountability and very little philosophically-related literature
on the subject. However, consensus in the literature was that professional accountability
was the hallmark of any profession. Consensus also indicated that if the profession of
nursing was to be accountable, the meaning of accountability must be ascertained.
Further, the literature demonstrated that accountability was a pivotal factor to the entire
profession, especially because of enlarging scope of practice; therefore, accountability
was critically important to the nurse practitioner. Accountability was an issue that earned
implications related to clinical practice, education, administration, research, and policy
development. Without professional accountability, the practice of nursing remained
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mired in subservience, without the ability, authority, or responsibility to appropriately
function in a professional role.

Purpose of the Study
The purpose of this study was to determine, through qualitative methods, the
meaning of professional accountability from the perspective of the nurse practitioner.

Definition of Terms
The following term definition of nurse practitioner was utilized for this study:
Theoretical definition. A Nurse Practitioner was a registered nurse prepared
through a formal, organized educational program that met guidelines established
by the profession (American Nurses Publishing, 1993, p. 5) and whose functional
role was that of a nurse practitioner.
Operational definition. For the purpose of this study, the Nurse Practitioner was
any Registered Nurse whose f unctional role was accorded that of an advanced
practice practitioner by the state in which the study took place, who was a
member of the state's professional association for nurse practitioners, and who
resided or was employed in the metropolitan area of the city in which the study
was conducted.

Chapter II

Review of the Literature

Historically, accountability in nursing was an indirect, passive focus through the
physician and institution (King & Sagan, 1989; Mezey & McGivern, 1993; Moniz, 1992;
Nosek, 1987; Snowdon & Rajavich, 1993). The opinion that all nurses were supposed to
be accountable was well documented in the literature, although the questions of the true
meaning of accountability and to whom and for what nurses are accountable remained
unanswered (Batey & Lewis, 1982; Beck, Miller & Adams, 1991; Lewis & Batey, 1982;
Miller, Beck, & Adams, 1993; Passos, 1973; Snowdon & Raiavich, 1993). The literature
related to professional accountability in nursing demonstrated that accountability was a
critical factor to the entire profession. However, there was a paucity of empirically
contextual research on accountability in any aspect of nursing. The preponderance of the
literature related to accountability was philosophical in nature, and although thought
provoking, generated only a tenuous grasp on the meaning of accountability.
This review of the literature analyzed the existent research concerning
accountability and was divided into four sections. The first section concentrated on the
general historical milieu from which the issue of accountability arose. Secondly, the
empirical research related to accountability was delineated. In the third section, the
philosophically contextual literature was discussed. A summary completed this chapter.

7
Histoncal Overview
Professional accountability was denoted frequently as interchangeable with
responsibility, obligation, answerability, authority, autonomy, and liability (Beck, Miller
& Adams, 1993; King & Sagan, 1989; Miller, Beck & Adams, 1991; Snowdon &
Rajavich, 1993). Accountability was linked with patient advocacy (Beck, Miller, &
Adams, 1993) with liability (Moniz, 1992; Nosek, 1987), and further, in a multifaceted
relationship, with both responsibility and liability (Mezey & McGivern, 1993; Nosek,
1987), or more extensively, with responsibility, differing levels of authority, autonomy,
and obligation (Batey & Lewis 1982; King & Sagan, 1989; Lewis & Batey, 1982; Passos,
1973).
Regardless of usage, a consensus in the literature revealed that issues of
accountability developed from societal perspective (American Nurses' Association, 1987;
American Nurses Publishing, 1993; Batey & Lewis, 1982; Beck, Miller & Adams, 1993;
King & Sagan, 1989; Lewis & Batey, 1982; Mezey & McGivern, 1993; Miller, Beck &
Adams, 1991; Nosek, 1987; Passos, 1973; Snowdon & Rajavich, 1993). Advancing
technology, science, and education in a social milieu that held individual rights at its core
have augmented societal expectations in health care, generating the perception that the
use of all available resources would generate positive results in health (American Nurses
Publishing, 1993; Nosek, 1987; Snowdon & Rajavich, 1993). This perception included
the notion that all health care practitioners could and should be held both accountable for
the result they produce and liable for their presumed errors and outcomes not measuring
up to the heightened expectations of the public (American Nurses Publishing, 1993; King
& Sagan, 1989; Nosek, 1987; Snowdon & Rajavich, 1993).
The gap between expectations on the part of the consumer and the lack of delivery
to fulfill these expectations on the part of the health care practitioner generated questions
of fault and focus on accountability (Nosek, 1987; Snowdon & Rajavich, 1993).
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Increasingly judicial answers to accountability were sought (King & Sagan, 1989; Moniz,
1992; Nosek, 1987; Snowdon & Rajavich, 1993).
Expectations of the public were inextricably linked with nursing. Nursing can be
viewed as owned by society or granted privileges of practice by society, and with this
grant comes a simultaneous accountability (American Nurses Publishing, 1993, p. 2;
Batey & Lewis, 1982; Beck, Miller, & Adams, 1993; King & Sagan, 1989; Lewis &
Batey, 1982; Miller, Beck & Adams, 1991; Snowdon & Rajavich, 1993). However, the
real meaning of accountability has not yet been determined. Regardless of the fact that
accountability was a primary facet of the nursing profession, the true meaning and the
questions of to whom and for what nursing is accountable have not been determined.

Empirical Research
The empirical research concerning professional accountability in nursing was
limited. This section reviewed several studies on accountability. A two-part research
study conceptualized accountability, delineated the intricacies of involved relationships,
and qualitatively surveyed nursing directors to develop a true meaning of accountability.
Another study utilized the Code of Ethics for Nurses to demonstrate accountability and its
importance as related not only to the Code of Ethics and overall professional behavior,
but specifically to discharge planning in an acute care setting (Miller, Beck & Adams,
1991)
Batey and Lewis (1982) and Lewis and Batey (1982) structured a two-part
conceptualization of accountability with empirical addendum. Part I (Batey & Lewis,
1982) involved the groundwork for Part II (Lewis & Batey, 1982). As a result of the
confusion concerning accountability and wording used interchangeably with
accountability - responsibility, authority, autonomy, and accountability - Batey and
Lewis (1982) attempted a conceptualization of accountability to clarify the definition of
accountability, which has been "left inferred or . . . not fully explicated ... and leaving
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full range of [its] consequences ambiguous" (p. 13). Batey and Lewis (1982) began the
conceptualization of accountability with definitions of responsibility, authority, and
autonomy: responsibility was defined as "a charge for which one is answerable;"
authority as "the rightful (legitimate) power to fulfill a charge (responsibility); and
autonomy as the "freedom to exercise rightful power" (p. 13-14).
These concepts are then linked together:

Once we have defined authority as the rightful power to fulfill a responsibility,
autonomy becomes the freedom to exercise that rightful power. This freedom
derives from two sources: from the organizational structure and from the
individual profession. Both are necessary for autonomy to be operational. The
structure must allow the exercise of autonomy, and the professional must perceive
the freedom and be willing to exercise autonomy. (Batey & Lewis, 1982, p. 15)

Arising from these definitions, Batey and Lewis (1982) delineated the principle
consequence of autonomy as accountability: "... regardless of location or role, an
individual or group is answerable for the freedom inherent in autonomy" (p. 17). Batey
and Lewis (1982) synthesized these definitions in conclusion of Part I of their two part
study:

Exercise of autonomy requires that we clarify both the boundaries and the internal
substance of a professional scope of practice. Nursing, now and traditionally,
holds a wide range of responsibilities for quality patient care. Autonomy does not
alter those fundamental responsibilities. Rather it requires that rightful power
(authority) exist for nursing responsibilities and that freedom to decide and to act
be consistent with both nursing responsibility and authority. When society or
organization accords freedom, ihat freedom must be exercised in ways consistent
with that society's or organization's goals, (p. 17)

Batey and Lewis (1982) linked the concepts most often used interchangeably with
accountability — autonomy, authority, and responsibility — to illustrate accountability as
dependently arising out of a blend of these concepts.
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In Part II (Lewis & Batey, 1982) autonomy was expanded to "the freedom to
make discretionary and binding decisions consistent with one's scope of practice and the
freedom to act on these decisions" and that "autonomy must be exercised in ways
consistent with the organization's goals" (p. 10). Lewis and Batey (1982) focused on the
consequence of authority, autonomy, and responsibility — accountability — as a
"perceptual predisposition towards feeling accountable," because this "perceptual state
may be independent of the actual organizational realities" (p. 10). The definition of
accountability was delineated as the "fulfillment of a formal obligation to disclose to
referent others the purposes, principles, procedures, relationships, results, income, and
expenditures for which one has authority" and usually as a formal obligation, an
institutional requirement (Lewis & Batey, 1982, p. 10). Lewis and Batey (1982)
expanded accountability to be multifaceted, including acceptance and obligation with
reckoning of the consequence, professional responsibility related to role, legal
responsibility that equates with liability, and ethical responsibility.
In this study, twelve directors of nursing in rural northwestern United States were
asked to define the terms (Lewis & Batey, 1982). The process of data collection was
indicated only as "interview" (Lewis & Batey, 1982, p. 11). Numerous anecdotal
examples were given, and seven patterns of disclosure were given. No other information
was given concerning sample selection or methodology. Results were narratively
illustrated and reflected the following:

1. Most of the directors initially defined accountability as a personal commitment
or professional disposition to act in accordance with job, personal, or professional
expectations.
2. The most common synonym offered for accountability was responsibility.
3. Responsibility was perceived as delegated, whereas accountability was
perceived as something that came from within the person.
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4. For some, accountability was the process by which responsibility was
demonstrated. (Lewis & Batey, 1982, p. 11)

Lewis and Batey (1982) suggested that accountability was represented in smaller
hospitals by the "form, pattern of disclosure, frequency of disclosure to referent others,
and in the structural imperatives of those to whom nursing service is accountable as well
as those by whom nursing service is held accountable" (p. 12).
There were seven different patterns of disclosure, including the administrator
("prominently"), hospital boards, the community consumer group through the hospital
board, and the physician. Significantly, only 2 of 12 respondents identified the patient as
the person to whom the nurse is accountable (Lewis & Batey, 1982, p. 12). Patterns and
form involved vanous requirements within the agency.
The Code of Ethics was utilized in another research study to delineate a direct line
between accountability and practice. Using the Code for Nurses of the American Nurses'
Association and a model of professionalism (Miller, 1988, cited in Miller, Beck &
Adams, 1991) as framework, Miller, Beck and Adams (1991) used a self-reported, 37item dichotomous question survey to survey nurses randomly in eight western states of
the United States concerning professional behaviors corresponding to items in the Code
for Nurses. "Test-retest revealed a reliability coefficient of 0.824 with a group of 39
nurse managers and 0.945 with a group of 44 nurse educators, graduate nursing students,
and RN undergraduate students in a university setting" (Miller, Beck & Adams, 1991, p.
199). Behaviors included the followin:

1. Nondiscrimination.
2. Confidentiality.
3. Safety of the client, advocacy.
4. Responsibility or accountability.

5. Competence in practice.
6. Informed judgment and delegation.
7. Research and theory development.
8. Established standards of practice.
9. Autonomy and self-regulation.
10. Integrity of nursing.
11. Collaboration. (Miller, Beck & Adams, 1991, p. 199)

A return rate of 32% valid responses (N = 514/1600) represented responses from
staff nurses (n = 261), hospital supervisors (n = 94), nurse educators (n = 22), clinical
specialists (n = 29), administrators (n = 2), other (n = 89), and non-delineated (n = 2).
Educational background of study respondents covered the range from Associate Degree
(36.3%), Diploma (21.4%), or Baccalaureate (24.9%) to Doctorate in Nursing (9.7%).
The results of this study revealed that 205 (39.8%) of the respondents were
knowledgeable of the Code and 307 (59.7%) were not; two respondents did not complete
these questions. "A Chi-Square analysis was performed to determine if the variables of
educational background, years of experience, membership in the American Nurses
Association (ANA), participation in autonomous activities, or present position would
differentiate between these groups of nurses" (Miller, Beck, & Adams, 1991, p. 199).
There were no statistically significant differences found concerning educational
backgrounds, experiential years, or autonomous activities, such as self-evaluation, quality
assurance, peer review, nursing audits, ethics committees, or research (Miller, Beck, &
Adams, 1991, p. 200). One statistically significant (p = .05) finding of this study was that
more nurse administrators and nurse educators had a copy of the Code of Ethics than did
not (Miller, Beck, & Adams, 1991, p. 200). There were no other points delineated as
statistically significant in this study. However, "the majority of the respondents, 285
(55%), marked adherence to the Code as an essential behavior of the professional nurse.

Other respondents did not include the Code [of Ethics] and some respondents commented
negatively on the inclusion of the Code [of Ethics] to indicate professionalism" (Miller,
Beck, & Adams, 1991, p. 200).
The discussion of clinical significance of the above research was aimed at
illustrating how the Code of Ethics and its interpretative statements could be utilized to
promote accountability.

1. Offer behaviors that would promote and encourage more in-depth
understanding of the responsibility and accountability involved in each area of
nursing practice.
2. Stimulate discussion concerning responsibility and accountability in
relationship to the nurse's judgment, physician orders, and agency review and
revision.
3. Could be useful in peer review, which is an essential point of peer review and
appraisal. (Miller, Beck, &. Adams, 1991, p. 201)

This research illustrated a direct relationship between accountability as a primary
issue related specifically to the Code of Ethics and to nursing practice. The research also
clearly demonstrated that there was no statistically significant difference between nurses
who were aware of the Code of Ethics and those who were not. Although the word
accountability was used frequently in the research and in the Code of Ethics, the meaning
of accountability in both remained tenuous.

Philosophically Contextual Literature
In a response to an informal survey of baccalaureate nursing students indicating
that many students were "unfamiliar with the code [of Ethics]" and others did not
understand application of the code to practice, Beck, Miller, and Adams (1993)
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narratively illustrated how the first nine points of The Code for Nurses could be utilized
for "accountability and patient advocacy" related to discharge planning in the acute care
practice setting (pp. 5-6). Examples such as lack of respect for the uniqueness of the
client (code item 1) were linked with lack of mutual goal setting as "the most important
reason for patient noncompliance with post-discharge instructions" (Beck, Miller, &
Adams, 1993). In this study, each of the points of the Code of Ethics was delineated in
relationship to accountability and responsibility; examples of application were given
(Beck, Miller, & Adams, 1993).
This article further delineated the need for closure of the gap between "what is
recognized as a nursing responsibility and what actually occurs" and illustrated how the
Code of Ethics can be used as "a guideline for accountability with discharge planning and
patient advocacy" (Beck, Miller, & Adams, 1993, p. 6). This study more narrowly
focused on responsibility and accountability in the wording of the Code of Ethics and
narratively described nursing interventions and then more broadly tied accountability and
responsibility to patient-nurse contract and nurse-society contract. Again, accountability
and responsibility are not defined, other than by illustration in concrete nursing
interv ention and related philosophical implications of the wording. Examples included:
The nurse "is responsible for . . . care of the patient;. . . must assume personal
responsibility for currency of knowledge and skills;. .. assumes responsibility for
accountability in individual nursing judgments and actions" (Beck, Miller, & Adams,
1993, pp. 7-8).
Beck, Miller, and Adams (1993) concluded by indicating a need for nurse
educators to "become familiar with applying the Code [of Ethics] to practice as a means
of gaining expertise in the discharge planning process. Individual nurses have a
responsibility to strive continuously to increase knowledge and accountability" (p.12).
Broadened practice and its outcomes have been illustrated in The Standards of
Practice for the Primary Health Care Nurse Practitioner (American Nurses' Association,
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1987) and have been divided into both practice and performance related objectives; the
words "accountable," "accountability," and "responsibility" were interlaced throughout
both sections. According to these guidelines, as an advanced level clinician, the nurse
practitioner must view accountability from the perspective of accountability to self, to the
patient, to the profession, to the institution, and to society at large, and must understand
the issues of accountability and legal liability.
Mezey and McGivern (1993) delineated the conflicts of the concept accountability
as related to the patient, based on definitional parameters of health and indicated varying
perceptions of with whom and to whom the nurse was accountable:

1. If health care is a commodity for sale in a hospital, the patient is the customer,
the physician is an outside contractor, and the nurse is a "straight" employee with
responsibility only to the institution and the immediate supervisor.
2. If health care is a series of medical cases, then the physician is the scientist in
charge of the project, the hospital is a laboratory, and the nurse is a subproject
participant or assistant who is accountable only to the physician.
3. If health care is seen as the patient's right to relief from pain or illness, and the
hospital is the locus of that relief, then the nurse is accountable to the patient.
4. If health care is defined as promoting the general well-being of persons, then
the patient, nurse, and physician form a tnple alliance, with the patient having
self-responsibility for healthy recovery, the physician focused on cure, the nurse
focused on the whole health of the patient. (Mezey & McGivern, 1993, p. 108)

Present in the first three illustrations and conspicuously absent in the fourth
delineation was the word "hospital" from the Mezey and McGivern (1993) illustration,
indicating a changing force in nursing as the location of the nurse-patient relationship.
The illustrations also served as an indicator that accountability has grown from a linear
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concept to a multidimensional focus couched in semantics and perception. Nursing has
responded directly to society's demand for accountable, accessible, affordable health care
through the expansion in practice of nurse practitioners as primary health care providers
(American Nurses Publishing, 1993).
Snowdon and Rajavich (1993) examined the literature on accountability to examine
the complexity of the definition and relationship within nursing. Those to whom nurses
identified themselves as accountable were delineated by Snowdon and Rajavich (1993).
1. Nurses are first accountable to self.
2. Nurses are accountable to the public.
3. Nurses are accountable to nursing colleagues.
4. Nurses are accountable to other healthcare professionals.
5. Nurses are accountable to the agency of employment.
Concerning accountability to self, Snowdon and Rajavich (1993) indicated that
"Unless a nurse is to be accountable to oneself as an individual then it is unlikely that a
nurse's accountability could extend beyond this basic [minimal competencies] level" (p. 7).
Concerning the public, Snowdon and Rajavich (1993) stated that nurses "are responsible
for the care provided and the primary accountability to the patient and family" (p. 7).
Accountability to nursing colleagues included the statutory nursing body that "controls
education, maintains a register of practitioners and investigates deviation in standards of
nursing practice" (p. 7). Regarding accountability to other healthcare professionals,
deference to Passos (1973) was given in the discussion that this accountability is
"particularly to those who are perceived to be a powerful source of authority within
healthcare agencies" (Passos, 1973, p. 18; Snowdon & Rajavich, 1993, p. 7). Both Passos
(1973) and Snowdon and Rajavich (1993) discussed the tie of accountability to the
organization of employment and discussed the importance of authority in relationship to
accountability. Snowdon and Rajavich (1993) concluded that nurses must continue to
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strive for quality of patient care, but in the process must view accountability as a "desirable
process," through which patterns of evaluation of self and peers can continue to grow, with
accountability as both a basis and projection (p. 10).
The philosophically contextual literature revealed a trend in the focus on how not
only to define and explain accountability, but also how to "reduce" related liability and
how to "protect" the nurse from liability (Mezey & McGivern, 1993; Moniz, 1992;
Nosek, 1987; Snowdon & Rajavich, 1993). This trend confirmed the widening contract
with nursing and society, but also reflected both the confusion concerning definition and
usage of the concept of accountability and the relationship and influences related to
nursing in the milieu of an increasingly litigious society.
Moniz (1992) did a descriptive analysis of the legal dangers of using written
protocols and standards of practice. In this research Moniz (1992) presented basic
information concerning malpractice law, demonstrated structure of legal proceedings and
illustrated a relationship between litigation outcomes and the use of standards of practice
and written protocols by the nurse practitioner. The relationships Moniz (1992) depicted
were most easily seen in an illustration (see Figure 1).
Figure 1:
Relationship of malpractice litigation to NP practice with/without written guidelines
FOR NP

WITH PROTOCOLS
& STANDARDS
MALPRACTICE
LITIGATION

NP PRACTICE

WITHOUT PROTOCOLS
& STANDARDS

LITIGATION
OUTCOME

DUTY
BREACH OF DUTY
DAMAGES
DAMAGE 2° BREACH

X

AGAINST NP

Developed from D. M. Moniz, (1992). The legal danger of written protocols and
standards of practice. The Nurse Practitioner: The American Journal of Primary Health
Care. 17(9), 58-60.
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Moniz (1992) questioned whether the use of written standards and protocols, that
although written to provide guidance for the NP, actually worked against the NP in
malpractice issues. Moniz (1992) integrated legal principles, including legal terms such as
duty, breach of duty, and sustained damages, in relationship to overall NP practice.
The sample consisted of a summative narration of three different court cases, each
selected apparently to reflect a different perspective of the relationship of law, malpractice
characteristics, outcomes, standards of care, and written protocols. The design was
particularly conducive for the demonstration and clarification the researcher intended.
There was no statistical analysis (Moniz, 1992).
Implications of this study were straightforward and involved theory, research and
practice. First, standards of practice and written protocols can be used either for or against
the NP in malpractice litigation. Moniz (1992) advised that such written materials as
standards of practice and written protocols are presently "premature" and should be
further developed only following clinical research "on the best way to care for primary
care patients" and "on outcome criteria in order to determine what actually does make a
difference" (p. 60). No generalizations can be made from such a limited study, but this
study indicated the need for further research focusing on actual court cases involving the
nurse practitioner, litigation principles, and the use of written protocols and standards of
practice. Secondly, the author also indicated that "standards set by national organizations
may not take into account regional differences ... or differences between rural and urban
practices" (Moniz, 1992, p. 60). Moniz (1992) recommends that written materials be
"realistic," more "minimal" than ideal, and "once adopted, be strictly followed" (p. 60).
The study clearly demonstrated accountability related implications for the nurse
practitioner, whether in clinical practice, education, or research.
Nosek (1987) emphasized accountability as important to nursing, but focused on
litigation as a natural outgrowth of an increasing litigious society in relationship to the
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expanding role of the nurse practitioner, as well as the overall relationship of
accountability and prevention of litigation in perinatal care. Details of malpractice
litigation, including lengthy discussion of tort law, were included. Conclusions indicated
that it was "essential that nursing practice is held accountable to nursing standards,. . that
patient expectations need further clarification,. . . and that the public must understand
that not all imperfect outcomes are the fault of the caregiver" (Nosek, 1987, p. 47).

Summary
In summary, the literature reflected that the delineation of the meaning of
accountability was an important facet in building the foundation of any profession. The
literature revealed definitions of accountability that denoted responsibility, authority, and
autonomy from personal, social, and legal perspectives. Accountability was a concept
reported in the literature, but its definition, uses, and related implications varied and were
influenced by historical and societal milieu. Additionally, illuminated in the literature
was that as the nursing-societal contract deepened and widened, and nursing horizons
broadened, a parallel expanding concept of accountability emerged. Nurses in advanced
practice were held to a high standard and increasingly in courts of law viewed and treated
as professionals, symbolic of society's enlarging contract with the profession. "Nursing
can be said to be owned by society, in the sense that nursing's professional interest must
be perceived as serving the interests of the larger whole of which it is part" (American
Nurses Publishing, 1993, p. 5). The literature revealed that professional accountability is
on one hand derived from, and on the other hand, demanded by, society. A clearer
meaning of accountability could promote insight concerning, and link professionalism to,
autonomous practice.

Chapter III

The Method

The purpose of this study was to explore and describe the meaning of
accountability from the perspective of the nurse practitioner. Accountability was an
important facet of any profession. Because of the expanding role of nursing in health
care, accountability was a most important issue to the profession of nursing. The
following delineates the methods and procedures used in this study.

The Research Design
The design and methodology of this study are qualitative. Qualitative research
plays an important role in the advancement of nursing science, especially in regards to
discerning the meaning of phenomena from the perspective of the person experiencing
the phenomenon of interest and is useful in studying phenomena about which there is
little known (Polit & Hungler, 1991). There was a paucity of research concerning the
meaning of accountability in the literature. Appropriately, qualitative research design
was selected to determine the meaning of a phenomenon concerning which there is little
available research.
A personal audio-taped interview was conducted with each study participant and
verbatim transcription of the interview was performed. "Personal interviews are regarded
as the most useful method of collecting survey data because of the depth and quality of
the information they yield" (Polit & Hungler, 1991, p. 193). Streubert and Carpenter
(1995) indicated that "when using open-ended interviewing techniques, tape recording
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and verbatim transcription will increase the accuracy of the data collection" (p. 45). The
goal of this study was to identify and explain the meaning of accountability from the
perspective of the nurse practitioner through the use of personal, audio taped interviews
and transcription analysis.

Procedures
Formal, written approval of this study was requested in Spring 1995 from the
Division of Graduate Nursing Studies and from The Committee on Use of Human
Subjects in Experimentation of the Mississippi University for Women. The target
population for this study included all nurse practitioners in the southeastern state in which
the study was situated, who belonged to the state's professional association for nurse
practitioners. Purposeful sampling procedure was utilized. "Purposeful sampling is used
most commonly in phenomenological inquiry. This method of sampling selects
individuals for study participation based on their particular knowledge of a phenomenon
for the purpose of sharing their knowledge" (Streubert & Carpenter, 1995, p. 43)
Following approval and permission of the Division of Graduate Nursing Studies
and from The Committee on Use of Human Subjects in Experimentation of the
Mississippi University for Women (see Appendix A), the potential participants, as a
purposeful sample, were selected from the member roster of the state's professional
association for nurse practitioners. Then recruitment of participants was initiated. The
parameters for inclusion in this purposeful sample were (a) membership in the state's
professional association for nurse practitioners, (b) current employment as a nurse
practitioner, and (c) residency or employment in the metropolitan area of the city in
which the study w as conducted.
Initial contact of potential participants was through telephone contact. Because of
the need for spontaneity in response to the research question to be posed in the interview,
potential participants were informed during telephone interview that the interview would
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consist of one question to be answered and the question involved a point the researcher
felt crucial to the profession of nursing. A minimum of a 45 minute time period for the
interview was requested by the researcher. The selected date and site for the interview
was determined by the potential participant and agreed upon by the researcher.
Verbal explanations of the research procedure of audio-taped interviewing and
verbatim transcription were given to each participant. Informed consent, including
permission to audio-tape record was obtained in writing (see Appendix B). Assurance of
confidentiality of information was emphasized during the initial telephone contact and in
writing, with informed consent, at onset of interv iew. An audio tape, marked in
numerical order of interviews, was used to record the data during each interview.
Sample size in qualitative research designed to study a phenomenon is generally
small because "small samples are usually adequate to capture a full range of 'themes'
emerging in relation to the phenomenon of interest" (Polit & Hungler, 1991, p. 266). In
qualitative research, pre-determined sample size is impossible, because sample size
determination rises out of data saturation (Streubert & Carpenter, 1995). "Adequacy of
the sample is achieved when the researcher experiences redundancy in descriptions.
Redundancy is repetition of statements regarding the phenomenon under study" (Parse,
Coyne, & Smith, 1985, pp. 17-18). As appropriate to qualitative research, ongoing theme
emergence during data analysis determined the number of necessary participants to
complete this study. Ten potential participants, who matched inclusion critena, were
chosen from the state's Association of Nurse Practitioners Membership roster. Only five
of the potential ten were contacted and participated in the study, due to theme saturation
after the fifth interview. No potential participant contacted for the study declined
participation.

Method of Data Collection
The method of data collection was audio-taped interviews followed by verbatim
transcription, resulting in narrative presented data for each interview. At the onset of the
interview, respondents were asked to respond spontaneously and truthfully to a statement
and a single, open-ended question: "What is the meaning of professional accountability
to you, as a nurse practitioner?" This open-ended question was utilized to promote the
participants feelings about the meaning of accountability, without directing their
responses. Following this question, the researcher, as interviewer, participated only for
validation, clarification, or summarization of a participant's statements.
The process of data reduction technically began with transcription, coding, and
preparation of narrative work. Following the interview, the original audio tapes were
duplicated by the researcher and one copy was stored for safekeeping to insure, in the
case of a broken tape, access to the original information by the researcher. Tapes were
transcribed verbatim, utilizing one complete transcript per interview and generating one
narrative transcript for each interview. Each transcnpt contained wide margins for
notational use by the researcher. Initial coding mechanism was the addition of line
numbers in the left border of the transcripts, beginning with line 1 and running
sequentially to the final line of the narrative text. Short pauses (a few seconds) were
indicated in the transcript by use of ". . ." and long pauses (more than a few seconds)
were indicated by use of brackets enclosing the term "pause." Emphasis of words or
phrases was indicated by underlining or use of upper case letters. When the participant
was speaking, dialogue was begun with the first letter of the participant's name; the
researcher's dialogue was indicated with the first letter of the researcher's name. To
assure that tapes were transcribed verbatim, each written transcnpt was verified with the
taped interview. No discrepancies were noted. Upon completion of data analysis, tapes
were destroyed.
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Data Analysis
Descriptive statistical processing was used to describe the demographic data of
the sample. Demographic data were limited to age, years of experience as a nurse, and
years of experience as a nurse practitioner. Narrative data were generated from verbatim
transcription of audio tapes of personal interviews. Analysis of data derived from
qualitative research involves the integration and synthesis of narrative data. (Polit &
Hungler, 1991, p. 3). The process of data reduction continued, involving scrutiny of
narrative data in the process of garnering meaning and organizing the data in such a way
that conclusions could be drawn.
The overall method of data analysis was utilizing the method identified by
Colaizzi (1978). Colaizzi (1978) identified nine steps: (a) description of the
phenomenon by the researcher, (b) collection of narrative data from the selected
participants, (c) reading of all transcripts, (d) extracting significant statements from the
narratives, (e) realizing and writing of meanings found, (0 clustering themes, (g) writing
conclusions, and (h) validating thematic impressions with participants.
To the goal of critically assessing narrative data, Parse, Coyne and Smith (1985)
suggest strict adherence to the "contemplative dwelling," or nondistracted reading and
re-reading of the narrative, with intent to glean meaning of the data from the perspective
of the subject (p. 19). The recommendation for contemplative dwelling was merged with
the Colaizzi (1978) recommendation for reading the transcripts, to insure an appropriately
in-depth review. The researcher followed this initial procedure using the guideline of
assuring a quiet area with minimal distractions to allow for intense consideration of the
subject's meaning in narration (Parse, Coyne, & Smith, p. 19). Narrative reading was
performed line by line and repeated as many times as necessary for the researcher to
firmly understand professional accountability as described by the study participants.
During this phase, key words, phrases, and suggested meanings were noted in the
transcript margins by the researcher.
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The same quiet atmosphere was the backdrop for the next three simultaneous
processes of analysis, "intuiting, analysis, and description" required in investigating a
phenomenon (Parse, Coyne, & Smith, 1985, p. 19). The process of intuiting is to "reflect
and weigh the essence of the phenomenon as they appear . . . and to grasp the uniqueness
. . . by looking, listening, and feeling" (Parse, Coyne, & Smith, 1985, pp 19-20). Within
the same time correspondence, analyzing the "distinguishing characteristics and
elements" of the phenomenon will occur (Parse, Coyne, & Smith, 1985, p. 20). This
process was parallel with Colaizzi (1978) identification of significant statements and
clustering mechanism. During these phases of analysis, margin notations were
additionally used, sometimes confirming and sometimes altering original impressions.
Confirmation of connections and links among the elements, the concomitant process of
describing, occurred simultaneously with intuiting and analyzing, and completed the
process. The unit of analysis was groups of words, phrases, sentences, and paragraphs
identifying meaning for the nurse practitioner and giving rise to themes within the
individual interviews. Generation of overall themes and categories ensued, as indicated
by Colaizzi (1978).
Both computer and manual coding and organizational systems were utilized in
data analysis. During transcription of the interview tapes, lines of narrative in the
verbatim transcripts were numbered sequentially by the computer, beginning with the
first line and ending with the last line of each transcript. This system employed a
numeric code to allow each unit of interview data to be referenced to a specific subject.
The numerical code consisted of a participant number and a dialogue line number.
Participant numbers were separated from dialogue numbers by a slash (e.g. "/"). In the
example 2/35-37, 2 represented the participant (interview number) and 35-37 indicated
the line numbers within the transcription of the interview. This coding system was
utilized consistently during all phases of analysis. All themes notated in margins,
indicating key words, phrases, and suggested meanings as observed by the researcher,

were tabulated with reference to coding of specific participant and line of narrative
generation. This involved an initial two-fold process of manual groupings, in writing on
separate sheets of paper, and on the computer, by indexing according to theme notations.
Following the computer indexing, a manual filing system was utilized, in which
color-coded copies of the interviews were scissors-cut into the notated themes and related
narrative. This process allowed the researcher to verify the original categories, themes,
and phenomenon, as well as contemplate further the interpretation of data. The results of
the computer generated categorization were compared to the manually prepared
organizational scheme and any discrepancies were corrected.
This process was performed by the researcher to assure consistency in theme
identification. Further validation included independent verification of themes by two
separate corroborating analysts, both doctoraliy prepared and who were professionally
experienced and respected for their research. Both were experienced in qualitative
research prior to this study. One corroborating analyst was in the field of nursing and the
other in rehabilitation counseling. The collaborating analysts agreed upon final theme
delineation (see Appendix C).
Telephone contact with participants then occurred. Themes were validated with
each participant through either telephone or personal meeting, whichever was the choice
of the participant. Four participants desired telephone validation, due to hectic schedules;
one participant desired a personal meeting, which was scheduled and concluded. All
participants enthusiastically agreed with the theme delineations as representative of the
meaning of accountability.

Establishment of Scientific Rigor
The scientific method of inquiry has been used for more than a century. The keys
to appropriately studying any phenomenon are related to organization within the
scientific method. Scientific method involved an organized, systematic, logical and
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critical investigation concerning the phenomenon of study, in an attempt to avoid
potential bias (Polit & Hungler, 1991). Therefore, the appropriate utilization of an
organized scientific methodology provides the basis for establishment of scientific rigor.
Appropriate application of the scientific method to this study was the basis upon which
scientific rigor was established in this study.
Selection of design and sample. A qualitative design was chosen because of the
intent to identify the meaning of professional accountability by perception of the nurse
practitioner. Meaning of a phenomenon is most appropriately viewed through qualitative
methods (Polit & Hungler, 1991; Silverman, 1993; Streubert & Carpenter, 1995).
Concerning sample selection, by the very nature of the research question, nurse
practitioners were the only people able to fittingly describe the meaning of accountability
for the nurse practitioner. A purposeful sample was designed to select only nurse
practitioners. It was hoped by the researcher that participants would feel better able to
reveal information concerning the subject matter if the environment was comfortable to
them. Therefore, location of data collection was determined by the participants and
agreed upon by the researcher. After statement of the open-ended research question, the
researcher participated in the interview only for purposes of clarification, verification,
and summarization. The researcher is recognized as a tool in qualitative research. To
assure researcher consistency, the research question was stated exactly as written, at the
onset of each interview.
Reliability and validity. Quantitative research standardly used the methods of
reliability and validity to assure degree of scientific rigor in data collection and analysis.
Reliability was defined as "the consistency of an instrument to measure an attribute or
concept that it was designed to measure" (Streubert & Carpenter, 1995, p. 317).
Reliability was not necessarily limited to only the internal characteristics of an
instrument, but additionally to the manner in which the instrument was wielded by the
researcher. Validity was defined as "the degree to which an instrument measures what it
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was designed to measure" (Streubert & Carpenter, 1995, p. 318). Validity was the more
difficult criterion of scientific rigor to establish in quantitative research.
External validity, the degree to which the study results are generalizable to a
larger group or different setting, is additionally a quantitative research mechanism
purported to strengthen the results of a study (Polit & Hungler, 1991; Silverman, 1993;
Streubert & Carpenter, 1995). In qualitative research, the purpose was not to generalize
results, but to form a unique interpretation of phenomenon However, the qualitative
focus did not preclude potential generalizability, if applicable to the phenomenon under
study.
Altogether, reliability and validity maximized the true component of research and
minimized the error component of research (Polit & Hungler, 1991). Although there was
controversy concerning the transposition of reliability and validity from quantitative to
qualitative research, researchers agreed that components of concepts of reliability and
validity were appropriate for qualitative research (Polit & Hungler, 1991; Silverman,
1993; Streubert & Carpenter, 1995). Furthermore, researchers agreed that methods of
assuring validity and reliability, as related to quantitative research, were represented by
the qualitative research parallels of authenticity (Silverman, 1993 ), auditability
(Silverman, 1993), and triangulation (Polit & Hungler, 1991; Silverman, 1993; Streubert
& Carpenter, 1995).
Authenticity. Silverman (1993) indicates authenticity in qualitative research as
the parallel to reliability in quantitative research. As the best measure of assuring a
study's authenticity, Silverman (1993) recommends the use of open-ended questions to
allow for free flow of thought by the participants. As well, taped interviews are
recommended to assure reliable records of "authentic" data (Silverman, 1993, p. 46). As
stated above, open-ended questions and audio-taped interviews were utilized in this
research.

Auditabilitv. Auditability is defined as "the ability of another researcher to follow
the methods and conclusion of the original researcher" (Silverman, 1993, p. 313). In
other word, auditability relates to an issue of triangulation, as listed below. Auditability
is confirmed if a reader can follow the logic and progression of the researcher. A
meticulous audit trail was created in this research study. The manner of audit trail
creation included (a) duplication of interview audio-tapes, to assure access to interview
data in the case of a broken tape during initial transcription; (b) performance of verbatim
transcription; (c) verification of verbatim transcription accuracy; (d) creation of an
appropriate coding system; (e) documentation and consistent use of the coding system;
(0 written notation of data categorization and theme generation, utilizing accepted
methods of analysis for guidance; (g) organization of data through the use of computer
and manual organization systems; (h) corroboration of themes independently by two
doctorally prepared and experienced researchers; and (i) validation of themes by
participants.
Triangulation. Polit and Hungler (1991) identified "triangulation" as the process
more frequently used to establish degree of scientific rigor in qualitative research (p. 383).
The process of triangulation utilized a multiplicity of referents for basis of conclusions
concerning the "truth" of the phenomenon of study (Polit & Hungler, 1991, p. 383).
Additionally, triangulation was recommended by Silverman (1993) and Streubert and
Carpenter (1995). Authenticity and auditability, as described above, were components of
triangulation. Triangulation of data included manners of data collection, triangulation
among investigators, and feedback from participants. This study utilized these methods.
Data collection involved audio-taped interviews, verbatim transcription,
verification by listening and reading tapes and transcription, and computer and manual
organization systems of data management. Personal audio-taped interviews were utilized
to record the interviews and verbatim transcription was performed following the
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interviews. Transcripts were v erified with audio-tapes to assure accuracy of transcription
and the few minor discrepancies that were found were corrected.
Triangulation among investigators involved the researcher, the two collaborating
analysts, and the participants themselves. Central themes were identified by the
researcher. Then these themes were validated independently by two doctorally prepared,
experienced researchers, one in the field of nursing and one in rehabilitation counseling.
Completing the process, central themes were also presented to the participants and were
validated.
Summary'. In summary, the following methods and measures were utilized to
establish scientific rigor in this study: (a) selection of appropriate design and participant
selection; (b) determination of data collection location by the participants; (c) participation
of the researcher in stating the research question was consistent; (d) participation of
researcher, after statement of the research question, was primarily for the purposes of
clarifying, verifying, and summarizing the participants statements; (e) transcription of
interviews was verbatim; (0 verification of accuracy of transcripts was performed;
(g) management of data involved triangulation of methods, including computer and
manual organization and an appropriate coding system; (h) triangulation of data analysis
involved validation of research findings independently with two qualified, doctorallyprepared analysts, experienced in qualitative research; and (h) themes were validated by
the participants.

Chapter IV

The Findings

This qualitative research study was designed to explore the meaning of the
research question, what is the meaning of professional accountability to the nurse
practitioner? The method of data collection was audio-taped interviews and verbatim
transcription. Narrative data analysis, through steps identified by Colaizzi (1978) and
recommendations by Parse, Coyne, and Smith (1985) were utilized. The following
information represents the result of the analysis.

Description of the Sample
Data for this study were provided from verbatim transcriptions of audio-taped
interviews with five nurse practitioner (NP) participants. Demographic information is
listed (see Table 1).
Table 1. Demographic c laracteristics of participants
Participants

Age

Education Certification

1

47

Diploma

OB/GYN

23

20

2

31

MSN

PEDS

8

7

3

47

MSN

FAMILY

13

4

4

46

MS

FAMILY

13

4

5

37

MSN

OB/GYN

14

2

N=5

M = 41.6

ALL

M = 14.2

M= 7.4

Med = 13

Med = 4

Med = 46
OB/GYN=obstelrics gynecology
PEDS=pediatrics
FAMILY=family practice

31

Y ears as RN Y ears as NP

MSN=Master of Science in Nursing
MS=Master of Science
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Ail five participants met inclusion criteria of membership in their State's
professional association for nurse practitioners, current employment as a nurse
practitioner, and residence and/or employment in the metropolitan area of the large
Southeastern United States city in which this study was situated.
Two participants were employed by the out-patient clinics of inner city public
health care institutions, one in a private, non-profit out-patient clinic providing
reproductive health care, one in a large university student health center, and one in a
suburban physician-based private practice of obstetrical/gynecological care. All
participants were Caucasian females.

Findings of Data Analysis
Each participant was interviewed to identify and explain the meaning of
professional accountability from the perspective of the nurse practitioner. Following the
single statement of the research question, the researcher participated in the interview
primarily for verification, clarification, or summarization of the participant's statements.
On the whole, participants described the meaning of accountability through the use of
anecdotal examples. The unit of analysis was comprised of key single words, phrases,
complete sentences, and entire paragraphs, with specific or implied meaning.
The data were analyzed through methods identified by Colaizzi (1978) and Parse, Coyne,
and Smith (1985). Preliminary coding data are tabulated in Appendix D. From the
preliminary coding, fourteen identifiable themes were generated (see Table 2).
Table 2. Initial themes
Accountability to patient
Art of caring
Care
Collaboration
Commitment

Initial themes
Expectations
Formal guidance systems
Guidance of professionals
Institutions
Knowledge

Patient outcomes
Responsibility
Sense of Self
Tension
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Further analysis of the fourteen themes resulted in four central themes that could
be identified within the meanings of the narrative transcriptions. As the fourteen themes
of the preliminary analysis were subsumed by the four central themes, the fourteen
original themes were renamed as "subthemes." The four central themes were found to
encompass all fourteen subthemes in that each central theme carried linkages with one or
more subtheme. The four central themes were perceptions of (a) commitment in
accountability, (b) responsibility in accountability, (c) caring in accountability, and (d) the
use guidance systems as delimiters in accountability. Additional findings included (a) the
presence of humor and (b) concern for the profession.
The sections of narrative transcripts giving rise to the fourteen subthemes and the
four central themes were verified with the original transcripts to assess for incongruities of
addition, omission, or misrepresentation. None was found. The themes were considered a
comprehensive description of accountability, as perceived by the study participants. For a
narrative tabulation of the four central themes, see Appendix E. Samples of narrative data
from which themes were derived are also included (see Appendices F through J). The
narrative data are grouped by central theme in the appendices.
To illustrate the information clustering mechanism utilized in tracking and verifying
preliminary coding, initial theme delineation, and final central theme identification, a
numerical sequencing within each transcript was used. This coding system utilized
consistently during all phases of analysis is included in the following section. This system
employed a numerical code to allow each unit of interview data to be referenced to a
specific participant and specific line within that participant's transcript. The numerical
code consisted of a subject number and a dialogue line number. Subject numbers were
separated from dialogue numbers by a slash (e.g.

In the example 2/35-37, the numeral

"2" represented the participant (interview number) and the numerals '35-37" indicated the
line numbers within the transcription of the interview.

34
Commitment in Accountability
To all participants, commitment in accountability was identified as the first central
theme in this study. The cardinal finding related to commitment in accountability was that
accountability, as related to commitment to patient, was deeply entrenched into the
expressed feelings of the study participants. Commitment involved a sense of trust with
the patient and was directly relational between the participant and patient. Commitment
was also related to physicians, and within the institution of employment, although these
areas cieated a sense of tension among participants. Commitment in accountability could
be drawn from all fourteen subthemes and focused on the direct, trusting relationship of
commitment to the patient. As stated earlier, subthemes were (a) responsibility, (b) the art
of caring, (c) care, (d) collaboration, (e) formal guidance systems, (0 patient outcomes, (g)
accountability to patient, (h) sense of self, (i) guidance of other prof essionals, (j)
knowledge, (k) commitment, (1) expectations, (m) institutions, and (n) tension. Examples
of commitment to patient, drawn from transcripts, included several direct statements:

You have a relationship with the patient. ... I don't see accountability in nurse
practitioners any different than the accountability for any other type of profession.
Be it medicine, be it in health care, be it in law. or be it in engineering. (2/119-223)
You get down to you in the examining room with that patient, [pause] and the
accountability is for no one else around you. Okay? You're accountable,
professionally, to that patient. [Pause] It's between you and the patient. (1/200-211)
One level would be that personal accountability from person to person, the person
that's taking care of another person. . . . Almost like a spiritual accountability.
[Pause] That caring kind of accountability. [Pause] That you're going to care for
that person. And really as a nurse, that's probably my most basic level of
accountability is that I'm here to care for you. . . . And I really have that connection.
You know, accountable from one person to another . . . commitment, one human
being to another human being . . . that personal kind of accountability. (4/34-47)
You know, if you're one on one with the patient, I'm one on one with the patient,
with nobody around me for a hundred miles or I'm one on one with the people
five feet away from me, well, my accountability is the same. . . . (2/376-379)
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One participant dissected out the issue of commitment to the patient, removing all
other accountabilities from it. This participant emphasized accountability to the patient
was the ultimate accountability, indicating that all other accountabilities were superfluous
in light of commitment to the patient:

So that patient comes to you, so whatever you do to or for that patient [pause] is
[pause]. . . that's the bottom line, you know. The rest of the stuff is all peripheral
It's your objective kinds of things, you know, your Board of Nursing, your doc
looking over your charts, and talking to your patients, your boss, who pays your
salary, and you know you're accountable for [pause] taking care of the patient for
them, [pause] But you know, I just think the overriding [pause] you know, issue
[pause] is the patient. . . . it's patient centered accountability. (1/250-276)

Although not always explicitly stated as "commitment" in their descriptions, the
intended meaning by participants repeatedly identified commitment in accountability as
related to the patient. Typically, participants discussed the complexities of commitment
in anecdotal examples. Commitment to high quality, safe, and appropriate care appeared
readily in a multitude of sections related to commitment. The first two of the following
examples highlight commitment to the patient in regard to responsibility for safe, high
quality, and appropriate care. The third example illustrates a lack of commitment to the
patient:
'Cuz these lines [PICC], they're really nice you know. But then I don't really
know. Until I look at this data 1 don't really know. It could be that if you have to
put one in somebody every month, is it really worth it? You do QA on what you're
doing to see if you should be doing it! Wanting to make sure that what you're
doing is really of value to the patient. (4/256-268)
. .. And you prescribe a referral to a dentist, [pause] then it's your accountability, a
responsibility. It's a responsibility that you've done it correctly. You could have
chosen the wrong professional for referral or collaboration. (2/23-38)
The patient came to you for an answer and you need to give them one. [Pause] And
it has to be the right one, because if it's not the right one then you'll hurt the patient,
if you don't give them the nght medication, or you fail to treat, or you miss
something. Then you're not giving the patient what they came to you for and then
you're not being accountable to that patient. . . . (1/335-341)

36

The following example is an exceptional illustration of the central theme of
commitment in accountability that epitomizes the integration of a number of linked
subthemes, including care and caring, the use of knowledge and experience, accountability
to the patient, and sense of self. As well, this example highlights the tension related to the
effects of formal institutions — the employing institution and the insurance company - on
practice.

When a patient comes in and you just know it's an ectopic [pregnancy], and you
got to get an ultrasound, and there's no money for it and the insurance company
balks, well, you just gotta get it done. That's happened twice to me. You just
know [participant emphasis] and you can't get that company to okay it. Well you
just gotta do it and ask for the insurance and payment ramifications later. You
know, I was right both times, and those insurance companies were real
[participant emphasis] happy to pay for the ultrasound after the fact and you
know, we prevented disaster. But you know, commitment to the right thing for
your patient sometimes goes beyond, you know, you gotta really be an advocate
for the patient and [participant emphasis] for yourself. And you gotta go with
your gut instinct, your intuition. (5/348-363)

An example of the linkages of subthemes with commitment is the linkage
concerning the commitment to mutual goal setting as part of the meaning of
accountability. The following example highlights this focus, as well as comparing the
participant-patient goal setting team to the physician-patient goal setting team.

. . . 1 make them partners and make sure that they, uh, invest in the plan, to , uh,
do whatever it is they've come to me with. So no, no contract per , but insuring
compliance . . . you've got to be sure they understand that they've got to do what
you want them to do. [Pause] I mean, they gotta buy into it or it ain't gonna work.
1 can give that patient that prescription, but, and, uh, if they don't understand why
they have to go get that medication, they have to take it, and they have to finish it,
then it's not gonna work. [Pause] So they have to buy into the plan at the front
end. This is why 1 think nurses are a lot better than docs at compliance. Just the
way we're trained and by the nursing philosophy by which we're guided, it makes
it easier to insure it. I think nurses are better then the docs at it because they
communicate better with their patients. And they re better at teaching and
explaining why than the docs. . .. Vaginal discharge is not high on the GYN
docs list to resolve, but for the woman whose got the problem, it's huge. And
most of 'em [docs] pat 'em on the head and say, oh, honey, don't worry about it.
I know it's just the docs don't listen. And they certainly don't get the patients to
buy into the program. (1/421-456)
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In summary, the perception of commitment in accountability was identified as a
central theme in this study. The cardinal finding of this study was that accountability, as
related to commitment to patient, was deeply entrenched into the feelings of the study
participants. Commitment involved a sense of trust with the patient and was directly
relational between the participant and patient. Commitment was also related to
physicians, and within the institution of employment, although these areas created a sense
of tension among participants. Linkages with commitment in accountability could be
drawn from all fourteen identified subthemes. Participants indicated that accountability
to the patient should be the most important focus of accountability, even in view of any
other accountability issues and numerous examples highlighted this relationship.
Although the word "commitment" was used by the participants, the complexities of
commitment were frequently described by anecdote. Commitment to high quality, safe,
and appropriate care was readily apparent in participants' statement. As well, care and
caring, the use of knowledge and experience, accountability to the patient, sense of self,
and mutual goal setting were evident. Examples were given to illustrate these points.

Responsibility in Accountability
The second major theme identified in this study was that of responsibility in
accountability. The participants identified accountability as a term that was
interchangeable with responsibility, the process of being responsible. Responsibility was
identified as a process. Accountability and responsibility were used interchangeably
throughout the interviews, but when initially stated by each participant, the terms
"responsibility" and "responsible" were clarified by the researcher to assure correct
meaning. Responsibility in accountability involved relationships with physicians, patients,
and others. As well, responsibility was care focused. From the participants' points of
view, there was a global sense of responsibility, as well as a more retined, specificity of
responsibility concerning both the practitioner and patient.
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Responsibility in the global sense was shown by numerous direct statements:
(a) "1 identify accountability as responsibility. It's such a loose concept. But I feel if
you're accountable to or for anything, you are responsible for whatever it is" (5/90-93);
(b) Well, I think of accountability and responsibility together as one. Basically, we're
accountable or responsible for anything you say, prescribe, or do" (5/11-14); and
"Another word I can think of [for accountability] is responsibility" (1/413-417). Another
example:

Then it's your accountability, a responsibility. It's a responsibility that you've
done it correctly. [Pause] I don't care if you do have to have it co-signed by a
physician. [Pause] You're still accountable. You could have chosen the wrong
professional for referral or collaboration. (2/26-28)

The word "responsibility" was linked with others in phrases and meaning
throughout the narrative transcripts, especially as related to responsibility "for what" and
"to whom. The "to whom" includes patient, self, and others. The "for what" includes
appropriate patient care, outcomes, and use of knowledge base.
These illustrations included examples of the "for what" of responsibility:

Basically we are accountable or responsible for anything you say or do, prescribe
[Pause] or teach, or whatever you provide your patient with, that you're
responsible and accountable for it. To make sure the patient understands any
information provided. . . And you are responsible to that patient. Not that we can
fix everything, we can't, but we still need to be accountable and responsible for
everything we say and do and what we provide for that patient. (5/18-33)

Then it's your accountability, a responsibility. It's a responsibility that you've
done it correctly. ... I don't care if you do have to have it co-signed by a
physician . .. you could have chosen the wrong professional for referral or
collaboration. (2/26-38)
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The to whom in responsibility in patient care of the nurse practitioner includes
patient, self, and others and involved an implied or stated responsibility.

[Responsibility means] Someone places you in a position to make a decision.
Trust is involved. . . .If a patient comes to you and you judge that this is out of
your ability, they're [patient] gonna trust you to say that. Hopefully vou have a
trust with your patient, your client.... (2/295-300)
And I don't want them [physicians] to think that I know it all. I want them to
realize that I'm a mid-level provider and that I didn't go to medical school, that
I'm a nurse practitioner. But I want them to know that I have a place and that
they can trust me do what 1 can do. [Pause] And for most part, I really do get
respect, trust. I do. (3/227-234)

Additionally, those to whom responsibility was delineated was not limited to the
care provider however. Several participants identified a realm of responsibility belonging
to the patient:

Yeah, and they [patients] have a responsibility to tell me what's going on. An
accountability. (3/100-101)
But for a lot of the clients involved with nurse practitioners, chronic disease,
where people have to buy into the program or it's not gonna work, you know . . .
Because the patient has to participate so much more. (1/470-486)
I consented him, he agreed to have it put in, he knew that infection was a
possibility. (4/297-298)

In summary, the second major theme identified in this study was that of
responsibility in accountability. The participants identified accountability as
interchangeable with responsibility, the process of being responsible. Accountability and
responsibility were used interchangeably throughout the interviews. The word
"responsibility" was linked with others in phrases and meaning throughout the narrative
transcripts, especially as related to responsibility "for what and "to whom" nurse
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practitioners are accountable. The "to whom" includes patient, self, and others. The "for
what includes appropriate patient care, outcomes, and use of knowledge base.
Responsibility and responsibilities, as expressed by the participants, of the practitioner,
physicians, and patient were identified. Narrative examples were shown.

Caring in Accountability
The perception of caring in accountability emerged as the third central theme in
the meaning of accountability and was linked to commitment and responsibility, as well
as numerous other factors. Caring focused on taking charge, looking after, and paying
attention to needs of patients. Caring involved an emphasis on use of patterns and
processes involving skills, knowledge, and experience in the participant-patient
relationship. Caring involved issues of quality of life for the patient. Linkages with the
fourteen subthemes were not limited to only care and caring, but involved responsibility,
patient outcomes, and guidance systems such as education, knowledge, expectations, as
well.

. . . and you know, it's [accountability] so tightly integrated and I think that starts
in nursing school and that's part of the beginning nursing. That accountability
for the care that you give the patient. . . that starts on day 1 of Nursing 101. You
have to make the bed right. The patient will hurt himself if you short-sheet 'er.
Your know, bed sores if you don't straighten out that sheet. Uh, so, you know, I
think it's so ingrained in us nurses that it becomes second nature. It really does.
And that's good if anybody cares about the outcomes, or cares about their
patients. (1/364-377)
Because I want to improve, so I'll be always sure to give good care. I don't want
to be givin' bad care. I don't want to be unsafe. . . . And you have to keep
researching them [patient problems] until you get the answers. (3/39-40; 225-228)

Participants were highly vocal concerning their perceptions of the link among
caring and accountability and patient outcomes. Several participants indicated that
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responsibility for a positive outcome was not necessarily the goal of accountability.
Demonstrating these perceptions are several examples:

Yeah, especially because it's tied to outcomes. Patient outcomes. Like pregnancy
outcomes for example. And it's not always positive. You do the best you can,
and it s not always positive. I'm talking, well like a miscarriage, a spontaneous
abortion, for example. This is not a positive outcome as far as a pregnancy, but
you identify the patient and what they need to understand [to make the best
possible outcome in situation] She [patient] needs to have an understanding of
what is going on. . . and emotional support. She [patient] needs education, prior
to even doing anything more
(5/180-193)
. . . and your outcome might not always be positive either, you still have to d o
the best possible care that you can. You're not always gonna have positive
outcomes, and it may not be related to anything you do that the outcome is not
positive. (5/99-104)
Yeah, that's part of the accountability. You're accountable to all these people
we've already talked about for a good outcome[pause] or as good an outcome as
you can possibly make. ... I mean even a peaceful death. (1/381-385)

A further example delineates the participant's investment of self and identified the
satisfaction the participant gained in dealing with a quality of life issue with a patient:

Well, yeah, but I get a lot for it, ya' know. I get wonderful satisfaction to think
that someone's been to five different care providers for a problem and ya' know
this kind of problem really affects your sex life and that's really important stuff,
and some people don't realize it. . . just how important that is to just, uh, life in
general,.. . it's [sex life] just a huge part.... (1/541-550)

Quality of life issues involved commitment and caring. Additionally, quality of
life issues were positioned with relationship to caring process and outcome.

And you talk for a long, long time, you know, trying to figure out what it is. ...
So we talked and changed some things and she came back two weeks later. She's
crying, va' know, this sort of thing happens all the time. So now we're ... and
we'll see what's happening, if it's an allergy, or something. And she'll be back in
two weeks to see how things are. (1/583-600)
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In the role of the nurse practitioner, commitment to caring as accountability also
was linked to the participant s integration of accountability to self and others. Within this
role, relationships with the patient, collaborative physicians, and the defining relationship
to self were important. These relationships included provider relationship to patient,
collaborative relationship with physicians, and commitment to personal sense of self and
ethics:

Yeah, and it [personal sense of self] should be the essence of all professionals.
We're entities who come from all different walks. Now you might have slept
through the pharmaceutical class on hypertensives. Yeah, you got it done, but
maybe you were out having a baby. Sure you are responsible for it by some
entity up there, but in reality you [participant emphasis] have to decide.
Society decides and you have to decide in it. (2/789-796)
I don't have to be in perfect agreement, but at least they [collaborative
physicians] have to be aware of what I'm doing. They [collaborative
physicians] have to . . . I have to be able to give them [collaborative physicians]
the arguments as to why I'm did something a different than the way they
[collaborative physicians] automatically do it. I have to be able to listen to their
[collaborative physicians] arguments as to why they [collaborative physicians]
would want me to do something. (3/25-29)
You [nurse practitioner] have to maintain objectivity, but at the same time be
methodical about what you do, and all the patients aren't the same, the sense of
organization [of care] ties to your [nurse practitioner] ethical sense. (5/294-299)
At the same time, you're being true to yourself, that you did what you are
responsible for, accountable for, as far as your patient care and that's how you're
true to yourself, your own standards, and you have to be pretty methodical about it,
I guess. You have to know yourself and your beliefs. (5/274-281)
Your sense of ethics and knowing you did what was right and honest to yourself
and your values. Definitely. As well as taking care of yourself. (5/286-29)

Juxtaposed with examples indicative of caring in accountability were examples of
what professional accountability, commitment, and caring were not. These "non"
examples of caring were highlighted by marking time, inattention to detail, and most
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clearly, lack of commitment and caring. All examples were related to the behaviors of
other nurse practitioners. Examples included;

[In reference to another nurse practitioner] So she doesn't have any investment in
what she s doing and probably little accountability as well. She comes in for a
paycheck. Particularly no accountability for these difficult patients. No
commitment. I suspect that your level of commitment to your job has to do with
your level of accountability. I'll bet. (1/630-635)
[In reference to other physicians and nurse practitioners] Some people don't care
is where I'm coming from ... or at least they come across that way. You know,
they come in, if it works fine, if it doesn't, well fine, you know, and then they go
home. Some people just go to their jobs, you know. (1/395-400)
Well ... if someone [patient] is triaged over the phone. This happened not too
long ago. She [patient] didn't [pause] well she didn't particularly [pause] well,
this was actually before I came because there was no clinician to see her. [pause]
She [patient] was given a standing order for this medication for yeast. But as it
turned out, it wasn't yeast problem at all. She [patient] needed to be seen, needed
a wet prep, cultures, and eventually that all happened because she didn't get
better. . . . That would not have been the case if I had been here. (3/108-121)

In summary, the third central theme found in this study was that of caring in
accountability. Caring was linked to commitment and responsibility, as well as
numerous other factors. Linkages with the fourteen subthemes included caring, care,
responsibility, guidance systems such as education, knowledge, expectations, and patient
outcomes, as well. One component of canng was investment of self in patient
encounters. Quality of life issues involved caring as commitment and were related to
patient outcomes. Several participants indicated that responsibility for a "positive"
outcome was not necessarily the goal of accountability.
The participants indicated that in their roles as nurse practitioners, caring in
accountability was linked also to the participant's integration of accountability in a
relationship of self to others. Within this role, relationships with the patient,
collaborative physicians, and the defining relationship to self were the most frequent
relationships indicated. These relationships included provider relationship to patient,
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collaborative relationship with physicians, and commitment to personal sense of self and
ethics. Juxtaposed with examples indicative of caring in accountability were examples of
what professional accountability, commitment, and caring were not. Examples were
given.

The Use of Guidance Systems as Delimiters in Accountability
A fourth central theme found in data analysis is the guidance systems used as
delimiters in professional accountability. The use of guidance systems to generate
parameters of practice scope and accountability for the nurse practitioner subsequently
provided expectations as well as demands for the practitioner. Participants indicated
that despite the positive direction provided by guidance systems, the conflicting
directives and implications also set the stage for tension. The guidance systems
apparent in the participants' practices were both formal and informal. The central
theme of guidance systems appeared to have several components, both informal and
formal: (a) the generation and use of protocols, involving the participants, other nurse
practitioners, and physicians; (b) knowledge base and experience; (c) collaborative
physicians; (d) other nurse practitioners; and (e) legislation, implemented through the
rules and regulations and guiding principles of the Board of Nursing. Tension was
interlaced in a number of these factors.
Protocols. The participants indicated that the use of protocols was primarily as
guidance tools for the participants. Protocols were generated in differing manners. The
generation and use of protocols involved the nurse practitioner and the collaborating
physician. Protocols were identified as generated from knowledge, experience, and
research. For some participants, this involved the integration of physicians for
guidance in delineating accountability by protocol. For others, physicians participated
only for overall acceptance of the protocol. However, the use of protocols to guide
practice created a sense of guidance as well as a sense of tension.
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Examples concerning the generation of protocols from knowledge, experience,
and research and the application as a general guide of practice:

A lot of the protocols that we use are protocols that have been developed at other
institutions, that we brought back from our educational experiences, from
published stuff, and they may have been updated, like medications and treatments
that we use, or tailored to our population .... (5/122-129)
We are responsible to look at differential diagnosis and rule out all possibilities
and then refer on (5/53-55). . . . It's [differential diagnosis] based on education,
training, knowledge, and research. Our protocols tell us, and they're based on all
those things . .. and we create them (5/67-72)
Well this lady was treated, all the yeast preparations available and the first time
she came in she didn't have yeast, but bacterial vaginosis, and um, so she had
Flagyl, Suprax, and I covered her for everything that I could within my protocols,
but she came back, the vaginal discharge was back, but the bacterial vaginosis
was gone. There was no yeast, no trich, but some pus cells were there. Well
that's it, so we tried fname unintelligible on tapel. and that's on my formulary
and my protocol. (1/578-587)
I mean we [nurse practitioners] feel a responsibility to stay up with the literature
and if our collaborating physician agrees, then we update and change [protocols].
Our protocols are pretty loose. Not this is your diagnosis and so this is exactly
what we do. .. . We use them as guides. (5/137-142)

Although all participants indicated that protocols were used strictly as a general
guide for practice, the use of protocols appeared related to tension as well. This
particular example indicated the collaborative work of the physician and participant
generating the protocol guidelines, but then the practitioner preferring independently to
use an alternate protocol reference:

Yeah, I and the gynecologist painstakingly took a book, rewrote it according to
what we wanted to do here. In another setting I would follow the regular ones.
But we just rewrote it and signed it and it's sitting on my desk. And then I have a
protocol book from Florida and that's the one I generally use. (3/247-253)
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Tension was apparent also in the question of whether or not the participants
actually needed protocols to guide practice:

I had a girl this morning who had ringworm. I treated it. I mean it's not in this
book [the one generated by the practitioner and physician collaboratively], but it's
in here [Uphold] and I know what to do about it. I mean it's over-the-counter
stuff, you know. I knew which ones to use. I didn't need a protocol. (3/272-277)

An additional example indicated that professional judgment, in complex situations
was given more credence by the participant. In complex situations this participant
believed that professional judgment should respond to complicated cases and be a more
important guide in intervention than protocols; protocols should be limited to broad
guidance:
We are responsible to look at differential diagnosis and rule out all possibilities
and then refer on. . . . (5/35-55). It's [differential diagnosis] based on education,
training, knowledge, and research. Our protocols tell us, and they're based on all
those things, [pause] And your history and physical findings. History is very
important. (5/67-72)
The protocols that I have, that any practitioner should have, should be broad
enough to allow for judgment and experience to effect the interactions, to effect
the interventions that you're doing. I mean, when you get to an advanced level, I
mean, you have to, part of being advanced is using that judgment in critical,
probably complex situations. (1/83-92)

Physician guidance. The second component of guidance systems was that of the
physician. Physicians were viewed (a) as providing professional guidance through
information giving, (b) as participating as a collaborative partner in protocol generation,
and (c) as required under state regulations — someone to whom the participants felt
accountable. There was apparent tension in several of these relationships.
One nurse particularly liked working in an institution surrounded by physicians
and other professionals, because these professionals provided a constant flow of
knowledge and information to her. And she felt that this medical information made her
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a more responsible nurse practitioner. Another participant desired physician affirmation
of the appropriateness of her patient care. Examples are:

Given the resources that are readily available for me. And that's where 1 am
personally and professionally. The vast knowledge ... I want to sponge up as
much knowledge as I can. I feel as though I am an excellent nurse. . . an excellent
nurse . . . and an excellent nurse practitioner. I'm very comfortable with that, but
in actual medical knowledge, well, I need more of that. To be responsible to
myself and my patients. The medical/scientific knowledge. (2/480-492)
Because it's just reassuring your knowledge base [working in an institution in the
midst of numerous physicians], if there is any questions in your mind . . . you
think it's right,. .. you're almost sure it's right,. .. but you want to double check
it anyway. (2/426-429)
And sometimes, um, they'll (physicians) see someone that I've already seen and I
want to make sure that they know that that's okay. That I want them to see
patients behind me, because that if I made a mistake, um, well. I want them to tell
me,... I want them to tell me I missed it. I want them to tell me. Because I want
to improve. ... I want them to realize that I'm a mid-level provider and that I
didn't go to medical school, that I'm a nurse practitioner. (3/214-233)

Although physicians did not necessarily work directly on protocol generation,
participants felt a legal obligation to obtain approval of protocols. This, in turn, assisted
in delimiting scope of practice:

. . . the accountability with my collaborators involves my protocols, as well as
scope of practice. (3/265-267)
. . . the medical [physician] accountability is there sort of, because legally I can't be
a truly independent practitioner. I have to have a directing physician in this state
and because of that it makes you accountable to that physician. So that's why that
piece is in there [in reference'to a part of whole accountability picture]. If we were
in New Mexico I wouldn't have to be accountable to a physician. My
accountability would stop with me. I wouldn't have to deal with that [issue of
accountability to physician]. (1/180-189)
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Although physicians were viewed as part of professional guidance systems and
the participants worked in a collaborative practice with physicians, as well as perceiving
accountability to physicians, there was a tension apparent in these relationships.

And the protocols are written either by myself, another practitioner, the two of us
together, and okayed by the physician, who may or may not agree and we go on
from there. He [physician] won't sit down and write them, though .... (5/111-115)
[In response to a summative statement, "so you're working within your scope of
practice with a responsibility and understanding with your physicians for some
feedback, to assure that scope of practice is in actuality what it is supposed to be"]
Yeah, I work with protocols to insure that... I and the gynecologist painstakingly
took a book, rewrote it according to what we wanted to do here. In another setting
I would follow the regular ones. But we just rewrote it and signed it and it's sitting
on my desk. And then I have a protocol book from Florida. And that's the one I
generally use. (3/236-253)
I want them to realize that I'm a mid-level provider and that I didn't go to medical
school, that I'm a nurse practitioner. But I want them to know that I have a place
and that they can trust me to do what I can do. (3/228-234)
At one point there was one physician who was signing our protocols and we would
disagree and it had to be his way, so we would say, no but this is the way [pause]
or da-da and he would say it had to be his way. Well he's gone [laughter] and we
can argue our point better now, with more flexibility because it's a different
physician. We can say, well this is the way it really should be, you know, and if
we feel strongly about something,. . . yeah. (4/368-377)
I don't have to be in perfect agreement [with physicians], but at least they have to
be aware of what I'm doing. They have to . . . I have to be able to give them the
arguments as to why I did something a different way than they automatically do it.
I have to be able to listen to their arguments as to why they would want me to do
something. (3/25-29)

Knowledge. The participants also pointed to knowledge, including education,
research, and experience as a guidance system on which to base practice. These factors
involved both formal and informal systems of education, research, and experience. All
participants expressed a need to keep their knowledge and experience updated, whether by
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informal or formal means. Moreover, this component was utilized as a baseline to gauge
accountability. Examples include these:

1 hate to admit that [that I use nursing theory in guiding care]. Cause I battled
and battled with that in school [use of nursing theory in care]. I hated doing
anything from a nursing theorist point of view. But actually it works so well.
Teaching people to be able to take care of themselves, you know, and know
w hen they need help or not. You know, self care. (3/158-163)
Yeah, to do the research on what you're doing, to do QA on what you're doing to
see if you should be doing it! Wanting to make sure that what you're doing is of
value to the patient. (4/265-268)
And then the other half of that is, um, professionally to keep updated and I have
probably done more research and reading on subjects that I work with everyday,
like vaginitis in particular, and cervicitis, than I did last year. Because there are
questions that pop up all the time in the clinic area that just aren't, you know, in
the textbooks. And you just have to keep researching them until you get the
answers. So, um, keeping updated, answering questions, not taking the standard
answer - , you know, we don't know why this happens - or look for the answer,
at least, because you're accountable to your patient for that. You have to have
know ledge enough to keep them safe and that their medical care would not be
inappropriate. And so I'm accountable to my patients as well. You have to
update constantly. (3/32-47)
So I pulled about 75 patient names who had central lines and we're gonna do a
comparison to length of dwell time, infection, cost. . . 'Cuz, these lines, they're
really nice you know. But then I don't really know. It could be that if you have
to put one in somebody every month, is it really worth it? You have to be sure
it's a value to the patient. (4/252-260)
Well, if a patient comes to you and you judge this is out of your ability, they're
gonna trust you to say that. Hopefully you have a trust with your patient, your
client, and hopefully,'if you acknowledge, or confide to the patient that this is
beyond your scope and you need assistance then hopefully they will respect that
and not discount you, but maybe have even more respect for you because you
acknowledge exactly where your knowledge base is. (2/295-304)

Participants indicated using any available resource, informal or formal, to obtain
information needed for their practices. One participant, in concern about the safety of
using a new product, proceeded through complicated and time-consuming methods to
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obtain the information and guidance needed to ascertain if the product was safe to use in
practice:

. . . and so two days later I get the FAX [from the FDA] and it was like three
pages, like 20 something reports on like 1990-1992 on possible allergic .. .
possible allergic reactions, [pause] So why did 1 believe this guy [company
representative selling product] and . . . [so now has to look further for guidelines
on similar products], (4/173-186)

In the interim of receiving information from the FDA, indecision led this participant to
consult with another, more experienced nurse practitioner:

So I called him [nurse practitioner colleague] and I said, I'm in this quandary and
[validating information for clarification on product and technique] and you know,
he said no, never [concerning adverse allergic reactions to product] And you
know, he's put in over 500 of them. (4/189-195)

Following that interaction, the participant felt a need to validate the combined
information she had received from the FDA and her colleague, by contacting the FDA
again: ". . . so I called the FDA and I asked them to send me stuff and I haven't heard
back from them" (4/195-197).

Sense of self. One of the more frequent linkages within the central theme of
guidance systems in accountability was the linkage to personal ethics and the sense of
self. These linkages served to further refine the participants' definitions of accountable
practice:

. . . Well, my colleagues do it all the time and my board says its perfectly fine .. .
well it's in vour legal scope, but I am not comfortable with this .. not with the
drugs ... not with prescribing it. Well it can be within my protocol in the
institution, but I'm not comfortable with it. I m still responsible. Legally I m still
responsible to that client. But I have to identify exactly what my scope of practice
is. I have to know what my scope of practice is. (2/ 761-775)
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You have to maintain objectivity, but at the same time be methodical about what
\ou do, and all the patients aren t the same, the sense of organization [of care] ties
to your ethical sense. (5/294-299)
When you work, you are in control of your practice. . . you must know the bottom
line of your practice. (2/358-360)
1 think they [Board of nursing, education, personal experience] assist in giving
you some idea [of your own scope]. (2/177-178)
I think it s [accountability] an acknowledgment of your own scope of practice. If
you identify, as your own scope of practice, not what is conventional, or what
your colleagues say what you should know. It goes both ways. (2/128-132)
Your sense of ethics and knowing you did what was right and honest to yourself
and your values. Definitely. As well as taking care of yourself. (5/286-29)
I know my limits ... I know my own personal limits ... [in accountability]
knowing your own personal limits. (1/107-113)
I'm licensed and accountable to myself . . . but in this state, we're [nurse
practitioners] also accountable to our physicians. So when the doc or the agency
you're working for says I want you to start doing culposcopy, in some states it's
no problem. . . and in some states, culposcopy may not be within the realm of
nurse practice. (1/111 -155)

Legal guidelines. The final component of the perception of guidance systems in
accountability was the legal guidance system. The legal guidance system was delineated
by the participants as a primary factor in delineating scope of practice and accountability.
This system included legislation directed at the profession of nursing as implemented
through the Rules and Regulations of the State Board of Nursing:

Just by guidelines. We live in a society. Society demands structure. We need to
have some sort of guidelines on how to interact with each other. Everything we
do does have some effect on another individual, directly or indirectly. Some
guidelines to keep some sort of control. And that s where input from your peers
and your colleagues, plays a part, as well as your credentialing board, which is a
larger component of those guidelines. (2/ 233-241)
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watchdog of public safety for the nurses of the state
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. . . at s their sole purpose in being . . . has to put limits on nurses . . . and clear
guidelines for what they feel is legal under the Nurse Practice Act. ... I think it's
important to stay within the laws of practice within the state, although I may not
always agree with them, but I have to stay within those laws. (1/46-68)

And knowing the limits of the law, 'cuz I've made it my priority to understand what
1 m allow ed to do in this state fin reference to the Board of Nursing]. (1/110-120)
I think you're more independent because you're legally allowed to be. I think that's
where the independence comes from. You're an advanced practitioner. (2/ 677-680)
. . . the medical accountability is there sort of, because legally I can't bea truly
independent practitioner. I have to have a directing physician in this state and
because of that it makes you accountable to that physician. So that's why that piece
is in there [in reference to a part of whole accountability picture]. If we were in
New Mexico I wouldn't have to be accountable to a physician. My accountability
would stop with me. I wouldn't have to deal with that. (1/180-189)
You have to know the law and you have to, uh, use your judgment a lot. You have
to be aware of what you're doing at all times, and whether you're staying within
the law, again, in the roles as defined by the state. So that piece affects me all the
time. (1/79-85)
I'm accountable for several things, one for providing quality care, uh, safe care,
and within the scope of practice that, uh, is defined by the Board of Nursing or, ah,
by the whole discipline of nurse practitionery. . . . that you're within the law, and
that you know your limits. (1/24-36)

The participants discussed the legal aspects of accountability, acknowledged the
Board of Nursing for it's activities regarding the implementation of the laws, and there
were only a very limited number of references to legal liability. Examples included
these:

It's there [in reference to legal ramifications of accountability], and you hear a lot
about it, especially from the MDs, and maybe I need to focus on it more, but it's
certainly not first and foremost.. . [pause] my first and foremost responsibility is in
taking care of my patients and I feel like if I do a good job doing that, and my
documentation and communication is appropriate, then you know, I'm being legally
accountable. (5/333-341)
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said, but didn t do anything wrong, you know. I consented him, he agreed to
a\ e it put in he knew infection was a possibility. You know, I used aseptic
technique, and you know, unless he can prove that I didn't or did something
wrong, you know, like I sneezed on him or picked mv nose while I did it you
know, and where's the witness? But I know I didn't... But still, it's scarv when it
happens. (4/295-307)

Generally speaking, the participants were very clear about the meaning of
accountability as related directly to the patient, and they were most of ten clear in
articulating relationships and issues of accountability related to physicians. However,
there were two areas in which accountability was perceived as ambiguous, generating
tension for the participants and concern for the profession. These areas were primarily
related to interpretation of a) rules and regulation for advanced practice by the Board of
Nursing and b) delineation of roles and accountability within the organizational structure
of the institutions within which they worked. Examples related to institutions of
employment included:

I live in a glass house right now. I'm the first nurse practitioner here. Everything
is scrutinized. I guess that why I have to pick my battles wisely. And that's
probably why there are some I haven't won. (3/304-308)
Each one of those [institutions] is different too. I think it depends on the
institution. And we're functioning in a Western medicine, physician dominated
institution, who see themselves as a dominating force for the patient. The patient
does what you say, when you say what to do. It's the old school. The only way
you're gonna manage. It's o[d [participant emphasis] patient 101. We [participant
emphasis - implication is nurse practitioner in contrast to physician] have one on
one relationship with our patients. (2/315-325)
And you know it's never been really clear to me as to do we fall under any nursing
policies? Now you know two years ago, we had to be part... of the Medical
Staff, associate members of the Medical Staff. ... I mean I worked for [hospital
name omitted by researcher! for years, for Nursing Service.. . I don't even know
where 1 stand with that. Well I guess there are bigger problems that I have to deal
with than that.... Another question, though, who are you accountable to, you
know? The institution? (4/440-466)
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It [MD dominated institution] does [creates another piece of accountability]
though it shouldn't. (2/438-448)
\ eah, and that s another area that s been very gray over the years. Because and
we \e had arguments about it. Like who is our supervisor? Who supervises us?
And we have a rift between our nurse practitioners, as to you know I feel very
strongly as a nurse, that I would rather be supervised by nursing. But then should
you be supervised by a nurse who doesn't even have the same level of education
and credentials you have, but who you feel comfortable with as a supervisor? 1
don t know. Um, I think so. But on the other hand, you work, at least we do in
our practice, very closely with our physicians and Dr. Iname omitted bv
researcher] is the one I work with 99% of the time, except for that 1% of the time
that I'm doing PICC lines, with whoever ordered that line and with whoever is in
clinic, whichever MD is in clinic that day becomes my supervising physician.
Whoever is there when I'm putting in PICC lines becomes my back-up. And
there's never been, I don't think it's ever been formally written down, but that's it.
The way it's worked. So really, as far as my clinical practice, etc., I look at Iname
omitted by researcher] as my supervisor, but on the organizational chart, I think
[name omitted by researcherl , the director of the clinic is my supervisor and that
was because of a big long drawn out argument between fname omitted by
researcherl and [name omitted bv researcherl. . . . (4/475-505)

In addition to institutions of employment, ambiguity producing tension for the
participants was related interpretation of laws and rules and regulations by the Board of
Nursing.

But so . . . you know it's those kinds of things that once you're in a role as an
advanced practice nurse, you sort of assume that it's okay to do them. You know,
just like [Board of Nursing staff member name omitted bv researcherl interprets
the Acts and the Rules and Regulations, well, you might interpret them very
differently. So you know, well to me, if you're an advanced practice nurse, and it
says something about under the supervision of a physician, well there's a lot of
things you can do that maybe the practice board may say it's not OK for you to
do. Like those nurses who were doing endoscopy, you know, colonoscopy, so
that's the part that you know. It's accountability, but it's kind of fuzzy and gray,
you know and it's scary, you know, for me, 'cuz you want to be accountable and
you want to do the right thing and I don't feel like I'm doing stuff to be on the
tightrope or living on the edge of stuff, but sometimes I think I am and 1 don't
even know it. It's really scary. (4/83-102)

In summary, a fourth central theme found in data analysis was the use of guidance
systems, as delimiters in professional accountability. Guidance systems were both
informal and formal. The use of guidance systems to generate parameters of practice
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scope and accountability for the nurse practitioner subsequently provided both positive,
as well as conflicting, expectations and demands for the participant. Tension in these
areas was apparent. The central theme of guidance systems appeared to have several
components: (a) the generation and use of protocols, (b) physicians, (c) knowledge (d)
other nurse practitioners, and (e) legal systems, such as the Board of Nursing and State
regulations. Tension was interlaced in a number of these factors. Examples of each were
given.

Additional Findings
There are two additional findings in this study. One relates directly to
accountability and involves perceptions of commitment regarding the entire profession of
nurse practitioners. The other is the readily apparent, spontaneous humor and laughter
exhibited by the participants.

Concern for the profession. When discussing perceptions concerning
commitment in accountability, examples of non-committed, and therefore nonaccountable nurse practitioners are given. This involves an additional element of
accountability that relates to the profession as a whole. Several participants express
concern for the profession as a whole:

[Discussing an individual, as well as collective professional responsibility
through legislation and Nurse Practice Act] Yeah, and look what happens . . .
when one nurse practitioner gets called on the carpet! Medicaid fraud,
inappropriate treatment, whatever ... I mean, however many they have over
there are up on the chopping block! It'll happen with us. One person is gonna
reflect on all the rest of the nurse practitioners. So God help us all. I hope it's
never me. We have to be responsible for what we do. [Pause] And look at
Medicine. We have a responsibility to be sure we have no bad apples. Look at
Medicine. One bad apple just gets shoved to the bottom of the barrel. They're
not responsible. (3/173-180)
I know my limits ... I know my own personal limits ... [in accountability]
knowing your own personal limits .... and knowing the limits of the law, 'cuz
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ve made it my priority to understand what I'm allowed to do in this state [in
reference to the Board of Nursing], More of us should do a little more of that,
cuz m seeing some people come in and do stuff that was probably okay where
luC' ,C,ar?C
om,,a
then they get into trouble because somebody calls and says
should they really be doing that? and the Board of Nursing rules on that and then
you re in trouble. (1/107-120)
Well, uppermost in all our minds right now is the Nurse Practice Act that's being
heard May 3. The legislators are taking a vote on us. We need to be honest and
tell the truth about the whole thing. We want them to know what it is about our
care that is so valuable and if we're selling them a false bill, they're gonna vote
for it. . . and the whole state ... is going to be subjected to nurse practitioners and
if we re not professional and good at what we do, then that's gonna affect the
entire state. You know. Think about that
(3/139-154)

Sense of humor. Laughter and a witty sense of humor were readily apparent
within all of the interviews. Even amidst the most serious of discussions, the participants
were able to use humor and laughter. Additionally, iaughter and humor are present when
discussing the more mundane issues. The use of humor fits the classic definition of a
defense mechanism. Although some defense mechanisms may be viewed as
inappropnate and maladaptive, humor is most typically viewed as an appropriate,
adaptive mechanism in dealing with stressors. It appears as though nurse practitioners
have developed the art of effective use of humor to allow them to continue to function in
the face of the mind-numbing mundane, as well as the angst producing conflict.

Summary
The findings of this qualitative study were obtained from unstructured personal
interviews with five nurse practitioners. The interviews were transcribed, producing
verbatim narratives. The narrative data were then analyzed, coded, and clustered into
themes. Four major themes were identified: (a) perceptions of the importance of
commitment in accountability, (b) perceptions of responsibility in accountability, (c)
perceptions of importance of caring in accountability, and (d) perceptions of guidance
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systems as a delimiter in accountability. Addittonal findtngs included fear and concern
for the profession and the presence of humor.

Chapter V

The Outcomes

This qualitative research study, utilizing audio-taped interviews, verbatim
transcription, and narrative data analysis, was designed to explore the meaning of the
research question

what is the meaning of professional accountability to the nurse

practitioner? The theoretical framework guiding the research was The Scone of Practice
ol the Primary Health Care Nurse Practitioner (American Nurses Publishing, 1993).
Fourteen subthemes and four major themes were identified during analysis. The following
completes the study, with a discussion of the findings, conclusions, limitations, and
implications for nursing.

Discussion
This qualitative research study was designed to explore the meaning of the
research question - what is the meaning of professional accountability to the nurse
practitioner? The method of data collection was audio-taped interviews and verbatim
transcription. Narrative data analysis was used. Verbatim transcription was utilized to
produce narrative data of audio-taped interviews with five participants.
All five participants were Caucasian females, ranging in age from 30 to 47 years. Basic
nursing experience ranged from 8 to 23 years, and advanced practice as a nurse
practitioner ranged from 1 vears to 20 years. Two were employed by the out-patient
clinics of inner city public health care institutions, one in a private, non-profit out-patient
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clinic prov iding reproductive health care, one in a large university student health center,
and one in a suburban physician-based private practice of obstetrical/gynecological care.
From primarily anecdotal examples, the preliminary data were coded and
analyzed. Fourteen initial themes were identified: (a) responsibility, (b) the art of caring,
(c) care, (d) collaboration, (e) formal guidance systems, (0 patient outcomes, (g)
accountability to patient, (h) sense of self, (i) guidance of other professionals, (j)
knowledge, (k) commitment, (1) expectations, (m) institutions, and (n) tension.
Further analysis generated four central themes. As the fourteen themes of the
preliminary analysis were subsumed by the four central themes, the original fourteen
were renamed as "subthemes." The four central themes were perceptions of: (a)
commitment in accountability, (b) responsibility in accountability, (c) caring in
accountability, and (d) use of guidance systems as delimiters in accountability. A
schematic representation demonstrates the themes in the meaning of accountability for
the participants (see Figure 2.)

Fig. 2. Central themes in the meaning of accountability.

Central themes in the meaning o* accountability
Subthemes
Accountability, direct to
patient
Art of caring
Care
Collaboration
Commitment
Expectations
Formal guidance systems
Guidance of professionals
Institutions
Knowledge
Outcomes
Responsibility
Sense of self
Tension
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The findings in this study reflected the meaning of professional accountability
from the perspective of the nurse practitioner and assisted the researcher to identify the
four central concepts of import in the meaning. This schematic model indicated the four
central themes as related to the nurse practitioner-patient relationship, which was the core
of the central themes for the participants. Each of the central themes is of import in the
meaning of accountability and each theme is related to the others by linkages through the
subthemes.
This model has consideration as a Level I theory and as such attempts only to
identify phenomena by naming and identifying relationships (Field & Morse, 1985).
Level I theory is the basis for higher level abstraction which requires testing of
associations, causal relationship identification, temporal relationship, and prediction
(Rodgers & Knafl, 1993). This model delineates the patient-nurse practitioner
relationship as the center core underlying and connecting the central themes. The four
central themes are juxtaposed to the center core. Arrows identify the dynamic process
apparent in the meaning of accountability to the participants. However, neither the
strength, causality, direction, nor temporal sequencing between and among the central
themes is identifiable.
The first major theme, commitment in accountability, is deeply felt by the study
participants. Commitment in accountability is drawn Irom all fourteen identified
subthemes. Focus on patient is the most important part of commitment in accountability
for the nurse practitioner. Commitment to high quality, safe, and appropriate care is
readily apparent in participants' statement, as is the integration of knowledge and
experience, sense of self, and mutual goal setting in the narratives underlying this theme.
Responsibility in accountability is the second major theme identified in this study.
The participants identifv accountability as interchangeable with responsibility, the
process of being responsible. The word "responsibility" is linked with others in phrases
and meaning throughout the narrative transcripts, especially as related to responsibility
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"for what" and "to whom" nurse practitioners are accountable. The "to whom" includes
patient, self, and others. The "for what" includes appropriate patient care, outcomes, and
use of knowledge base. As such, responsibility and responsibilities on both the part of
the practitioner, physicians, and patient are identified.
The third theme, caring in accountability, is linked to responsibility in
accountability. Linkages with the fourteen subthemes include caring, care,
responsibility, guidance systems such as education, knowledge, expectations, and patient
outcomes. Components of caring involve investment of self in patient encounters, quality
of life issues, and patient outcomes. Issues related to caring and positive outcomes are
discussed in relationship to caring in accountability.
In the role of the nurse practitioner, caring as a component of professional
accountability is linked additionally to the participant's integration of accountability to
self and others. Within this role, relationships with the patient, collaborative physicians,
and the defining relationship to self are important. These relationships include provider
relationship to patient, collaborative relationship with physicians, and commitment to
personal sense of self and ethics. Juxtaposed with examples indicative of caring in
accountability are examples of what professional accountability, commitment, and caring
were not.
The fourth central theme found in data analysis is the use of guidance systems as
delimiters in professional accountability. Within the confines of this theme, both positive
and conflicting expectations and demands for the participants are present. Tension is
evident in the foundational narrative expressions of this central theme. The guidance
systems illustrated by the participants are both formal and informal. This central theme
appears to have several components: (a) the generation and use of protocols, (b)
physicians, (c) knowledge (d) other nurse practitioners, and (e) legal systems, such as the
Board of Nursing and State regulations. Tension is interlaced in a number of these
factors. Narrative examples of each are given.
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There are two additional findings in this study. One relates directly to
professional accountability and involves perceptions of concern regarding the entire
profession of nurse practitioners. The other was the readily apparent, spontaneous humor
and laughter exhibited by the participants.

Theoretical Framework
The theoretical framework that guides this research is The Scope of Practice of
the Primary Health Care Nurse Practitioner (American Nurses Publishing, 1993). The
Scope of Practice of the Primary Health Care Nurse Practitioner (American Nurses
Publishing, 1993) delineates the role of the family nurse practitioner, including
foundational beliefs, educational requirements, boundaries, professional responsibilities,
and dimensions of both direct and indirect care giving roles. The Scope of Practice of the
Pnmarv Health Care Nurse Practitioner (American Nurses Publishing, 1993) delineates
"who the nurse practitioner is, what the nurse practitioner does, and where and how the
nurse practitioner provides care" (p. 1).
The findings of this research validate the theoretical framework. The study
participants indicate that they consider the guidance parameters of their state board in
outlining their roles and their accountability in the provision of health care. They provide
care based on knowledge base, experience, and competence. As well, they are
accountable for health and cost outcomes. The study participants also identify both
indirect and direct care roles with distinctly related accountabilities. All of these factors
are listed in The Scope of Practice of the Primary Health Care Nurse Practitioner
(American Nurses Publishing, 1993). The Scope of Practice of the Primary Health Care
Nurse Practitioner (American Nurses Publishing, 1993) also identifies issues of peer
review, advocacy, mentorship, certification, ethical obligations, overall professional
conduct, and relationships. And study participants consistently verify these topics as
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components of accountability that are integrated into and provide guidance for
professional accountability.
In addition to validating the general criteria set forth in The Scope of Practice nf
the Primary Health Care Nurse Practitioner (American Nurses Publishing, 1993) the data
analysis reveals strong support for the underlying ten beliefs of The Scone of Practice of
the Primary Health Care Nurse Practitioner (American Nurses Publishing, 1993, pp. 2-3).
Within the lour central themes identified in this research, the participants responses
repeatedly underscore these ten beliefs in their perception of the meaning of
accountability. Paralleling the beliefs delineated in the theoretical framework, the
participants state accountability as related to the following:
1. Consideration of legal, political, economic, and education variables within a
society in scope of practice delineation.
2. Provision of primary care as an integral part of health care delivery.
3. Function in both the independent and dependent facets in practice as a health
care provider.
4. Advocacy for client.
5. Direct accountability to client, self, and profession in juxtaposition with
societal rules, regulations, and expectations.
6. Acknowledgment of the client's right to affordable, accessible, and efficient
care.
7. Acknowledgment of the client's holistic self in context of that client's other
influencing factors and direction of care within that context.
8. Provision of a holistic approach to client care.
9. Health promotion and care by promoting greatest possible extent of self care for
the client.
10. Deliverance of care with humanistic use of technology.
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The theoretical framework of The Scope of Practice of the Primary Health Care
Nurse Practitioner (American Nurses Publishing, 1993) that guides this research is
validated wholly by participants who independently generate the points of The Scope of
Practice of the Primary Health Care Nurse Practitioner (American Nurses Publishing,
1993). These points are organized within the four central themes: (a) perceptions of
commitment in accountability, (b) perceptions of responsibility in accountability, (c)
perceptions of caring in accountability, and (d) perceptions of guidance systems as
delimiters in accountability.

Consensus with the Literature
There is consensus in the literature that all nurses are accountable, although the
questions of the true meaning of accountability and to whom and for what nurses are
accountable remain unanswered (Batey & Lewis, 1982; Beck, Miller, & Adams, 1993;
Lewis & Batey, 1982; Miller, Beck, & Adams, 1991; Passos, 1973; Snowdon &
Rajavich, 1993). The study participants concur with this consensus, agreeing that all
nurses are supposed to be accountable. In delineating the meaning of accountability as
commitment, responsibility, caring, and use of guidelines, the participants feel strongly
that they are accountable for their practices. However, participants acknowledge that
they know of nurse practitioners who are not especially accountable. Participants view
those non-accountable nurse practitioners as not only professionally and personally
unacceptable, but also threatening to the profession as a whole. For example, one
participant, in speaking of a non-accountable nurse practitioner, states that the degree of
commitment to the patient was directly related to the degree of professional
accountability. Therefore, if a practitioner has no commitment, there is probably little
accountability. Another participant projects the impact of non-accountable nurse
practitioners as disastrous to the profession as a whole. Comments such as these, drawn
from the four central themes, directly support accountability as delineated in the
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literature, indicating accountability to self, to the public, to nursing colleagues, other
healthcare professionals.
Historically, the literature denotes professional accountability as interchangeable
with obligation, answerability, authority, autonomy, and liability (Beck, Miller, &
Adams, 1993; King & Sagan; 1989; Miller, Beck, & Adams, 1991; Snowdon & Rajavich,
1993). As well, accountability links patient advocacy issues (Beck, Miller, & Adams,
1993) with liability alone (Moniz, 1992; Nosek, 1987) and with responsibility (Lewis &
Batey, 1982; Mezey & McGivem, 1993; Nosek, 1987).
The current research supports the literature that relates accountability and
responsibility. A consensus by participants in this research is that accountability and
responsibility are terms that can be used interchangeably. Indeed, responsibility in
accountability is a central theme of the participants in the current research. When using
the word responsibility as synonymous with accountability, study participants indicate
examples of "for what" the nurse practitioner is accountable and "to whom" the nurse
practitioner is accountable, adding to the base of the literature concerning the meaning of
accountability. These examples identified the "for whats" as (a) safety in care, (b)
appropriateness, (c) high quality level of care given, and (d) best possible outcomes.
Additional "for whats" include (a) maintaining an adequate working scope within the
licensing guidelines, (b) updatedness of knowledge base and practice, and (c)
relationships involving expectations of others. The "to whoms" include (a) the nurse as
self, (b) the patient and significant other related to the patient's situation, (c) the
collaborating physician, and (d) the profession as a whole. Although this study's
participants acknowledge a degree of accountability to the institution in which they
worked, they are less emphatic about this accountability, possibly due to perceived
ambiguities in the nurse practitioner-institutional relationship.
The current study consistently validates the Batey and Lewis (1982) definition of
responsibility and the issues of answerability, autonomy, and advocacy found in the
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literatiire. Batey and& Lewis (1982) conceptualize accountability beginning with
definitions of responsibility, authority, and autonomy: Responsibility is defined as "a
charge for which one is answerable;" authority as "the rightful (legitimate) power to
fulfill a charge (responsibility); and autonomy as the "freedom to exercise rightful power"
(pp. 13-14). Carrying this one step further, Batey & Lewis (1982) indicate "authority as
the nghtful power to fulfill a responsibility . . . [and] autonomy ... [as] the freedom to
exercise that nghtful power" (p. 15).
Participants report being answerable for particular actions and used responsibility
and accountability interchangeably. This study further validates the concept of authority
as the power through which the nurse practitioner fulfills a charge. Participants feel a
degree of autonomy in discharging the exercise of power. However, there is a palpable
tension in the participant's narrative data related to discharging the exercise of power and
in the degree of autonomy within practice.
It is possible that the tension felt by the participants relates to the increased
professional responsibility and autonomy, patient expectations, and the relative novelty of
role within the institutions in which they are employed. In validating the themes found in
analysis, one participant states she certainly felt an element of tension in her professional
role. She stated that it was difficult to find an exact fit as a nurse practitioner because
nurse practitioners were prepared for practice in a variety of manners, worked in a wide
array of practices, and were functioning in a health care system structured primarily for
physicians as providers. It is also possible that tension is a function of perceived lack of
power within the institution or practice setting, while simultaneously perceiving
increasing institutional and societal demand to accept greater responsibility and
autonomy.
Regardless of origin, a consensus in the literature reveals that issues of
accountability arise from societal perspective (American Nurses Association, 1987,
American Nurses Publishing, 1993; Batev & Lewis, 1982; Beck, Miller, & Adams, 1993;
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King & Sagan, 1989; Lewis & Batey, 1982; Mezey & McGivern, 1993; Miller, Beck, &
Adams, 1991; Nosek, 1987; Passos, 1973; Snowdon & Rajavich, 1993). Advancing
technology, science, and education in a social milieu that holds individual nghts at its
core augment societal expectations in health care. These factors generate the perception
that the use of all available resources will generate positive results in health (American
Nurses Publishing, 1993, Nosek, 1987; Snowdon & Rajavich, 1993). This perception
includes the notion that all health care practitioners can and should be held both
accountable for the result they produce and liable lor their presumed errors and outcomes
that do not measure up to the heightened expectations of the public (American Nurses
Publishing, 1993; King & Sagan, 1989; Nosek, 1987; Snowdon & Rajavich, 1993).
Although the participants do not specifically tie the use of protocols to liability in a
manner paralleling Moniz (1982), the participants validate the recommendation of Moniz
(1982) to utilize protocols as broad guidance.
Lewis and Batey (1982) view accountability as the consequence of authority, autonomy,
and responsibility. Further, they define accountability as a "perceptual predisposition
towards feeling accountable" (Lewis & Batey, 1982, p. 10). Because this "perceptual
state may be independent of the actual organizational realities," the definition of
accountability is delineated as the "fulfillment of a formal obligation to disclose to
referent others the purposes, principles, procedures, relationships, results, income, and
expenditures for which one has authority" and usually as a formal obligation, an
institutional requirement (Lewis & Batey, 1982, p. 10). Lewis and Batey (1982) expand
accountability to be multifaceted, including acceptance and obligation with reckoning of
the consequence. Moreover, Lewis and Batey (1982) relate professional responsibility to
role and legal responsibility, equating these with liability and ethical responsibilities.
This research supports the Lewis and Batey (1982) finding that links personal
commitment to act in accordance with expectations of the job, self, and profession. Thus
the four themes of this study affirm definitional tenets of Lewis and Batey (1982).
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Differences from the Literature
The participants in the current research repeatedly identified the patient as the
primary person to whom the nurse practitioner is accountable. This is in sharp contrast to
the Leu is and Batey (1982) interviews ol twelve nursing directors in the rural
northwestern United States. The Lewis and Batey (1982) study indicates that only 2 of
1_ respondents identified the patient as a person to whom the nurse is accountable.
Additionally this study evinces a difference in the patterns of accountability
disclosure between the nursing directors of the Lewis and Batey (1982) study and the nurse
practitioners of the current research. The directors designated the "to whom" of nurse
accountability as (a) the administrator, (b) hospital boards, (c) the community consumer
group through the hospital board, and (d) the physician (Lewis & Batey, 1982, p. 12).
Neither the Board of Nursing nor the profession as a whole were mentioned. In the current
research, the participants repeatedly mentioned the patient, self, physicians, and the Board
of Nursing as directly related to accountability. These discrepancies may well relate to the
overall differences in roles and practice settings between directors and nurse practitioners.
Directors are typically more administratively and nurse practitioners more clinically based
and motivated. Moreover the current study is urban based and the Lewis and Batey (1982)
study is set in a rural area.
The literature reveals a consistent relationship among societal expectations,
liability, malpractice, and accountability. The results of this study indicate that
participants do not focus on liability or malpractice as a major or even substantial minor
issue. Malpractice and liability seemed to be almost an inconsequential issue to the
participants. One nurse practitioner comments that the possibility of being the object of
malpractice litigation is "scary." (4/306-307) Another states that she thinks about
liability, but follows that statement with a statement of the belief that focusing on safe,
high quality, appropriate care within one's personal and legal scope of practice is all the
participant can do to prevent malpractice.

Overall, participants seem to view the threat of litigation as a distant possibility.
Although they might not be able to prevent litigation, they might well mitigate against
malpractice litigation if they focused on safe, high quality, and appropriate care.
Tied to malpractice and liability was the issue of lines of responsibility in care.
The literature indicates that the gap between expectations on the part of the consumer and
the perceived lack of delivery to fulfill these expectations on the part of the health care
practitioner generate questions of fault and focus on accountability (Moniz, 1982; Nosek,
1987; Snowdon & Rajavich, 1993). This culminates in an increasing search for judicial
answers to accountability (Moniz, 1992; Nosek, 1987; Snowdon & Rajavich, 1993). In
contrast to the literature, the participants in this study indicate the import of mutual goal
setting with the patient, within the nurse practitioner-patient relationship. Mutual goal
setting ties directly to perceptions of expectations on the part of both the practitioner and
patient. This study 's participants clearly believe and conduct their practices as though the
patients are co-responsible for their own care. Thus, the potential gap in expectations in
accountability is bridged.

Limitations
This study intended to explore the meaning of professional accountability from
the viewpoint of the nurse practitioner. There were several limitations in this study.
First, the inclusion parameters might have influenced the degree to which participants
perceived commitment, caring, responsibility, and use of guidelines in accountability. At
the onset of the study, inclusion parameters were delineated for purposeful sampling.
These included (a) membership in the state's professional association for nurse
practitioners, (b) current employment as a nurse practitioner, and (c) residency or
employment in the metropolitan area of the city in which the study was conducted. The
fact that all study participants were members of their state s professional association for
nurse practitioners may unduly bias the results of the study. If membership in a

professional association is reflective of a heightened degree of professional commitment,
sense of responsibility, sense of caring, or focus on the use of guidelines, it is quite
possible that these participants had a higher level of accountability overall, and were
therefore, more committed to both their patients and the profession. The participants may
well have had more awareness of responsibilities, commitment, caring, and guideline
usage.
Second, the presence of a tape recorder in a formal interview might have
instigated a heightened sense of self consciousness. Even with informed consent and
emphasis by the researcher that all information would be confidential, several participants
needed reassurance during the interviews that no names would be published and
information would be maintained as confidential. It is possible that full and free
disclosure of information was not completed.
Third, an attempt was made to allow participants to reveal their feelings and
perceptions without constraint by the researcher. The location and timing of the
interview was set by the participant. This was an attempt by the researcher that allowed
participants control of the setting in w hich they revealed their feelings. It was possible
that the study participants revealed what they thought the research expected to hear, or
perhaps revealed what the participants perceived to be an appropriate response, rather
than their true feelings and thoughts.
An additional limitation is the fact that during the period in which these
interviews took place, legislation concerning nurse practitioners was in active debate in
the state legislature. Frequently during this period, other nurse practitioners, including
the researcher and several of the study participants were actively involved in contacting
other nurse practitioners to muster support for this legislation. There was much
discussion of the responsibilities of the nurse practitioner with other nurse practitioners,
as well as discussions with members of the Board of Nursing, physicians, and legislators.
In view of all this activity, it is possible that the issue of professional accountability was
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highlighted and study participants were simply more cognizant of it at the time. This
might have unduly influenced the data.
Regardless of these limitations, the findings were accepted as valid and accurate
by the participants. They wholeheartedly affirmed the summarization of themes. As
well, independent corroboration by two doctorally prepared analysts was completed.

Conclusions
This study was one of the first empirically-based qualitative studies aimed at
eliciting the meaning ol accountability from the perspective of the nurse practitioner. It
supports the preponderance of literature concerning accountability and expands the
parameters of the meaning of accountability. This study delineates four central themes in
the meaning of accountability: (a) commitment in accountability, (b) caring in
accountability, (c) responsibility as accountability, and (d) use of guidance systems as
delimiters of accountability. Additional findings include fear and concern regarding
accountability within the profession as a whole and a sense of humor. Moreover, the
study identifies the meaning of accountability as separate from malpractice as a legal
event, but acknowledges accountability as a professional, ethical, personal event instead.
Participants emphasize the focus on mutual responsibility in care, delineating the patient
as co-responsible.
Additionally, although not focused on litigation, the notion of accountability
permeates their personal and professional beings. The piermeation of accountability is not
diminished by the multiple facets of the nurse practitioner role. For the participants in
this study, accountability is equally strong in the role of care provider, educator, or
administrator.
What is not clear is whether the deep core of accountability felt by these
participants is felt as strongly by other nurse practitioners who are in other roles or
practice environments. The participants in this study were in out-patient settings, not
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acute care facilities. The meaning and dimensions of accountability may well be different
in other settings.
Also unclear is the degree to which socialization processes and personal maturity
influence these participants. The most articulate of the study participants is the eldest of
the participants and nurse practitioner with the least formal education, holding a Diploma
in Nursing with a Certificate as a practitioner. However, this participant is the participant
with the highest number of years as both a nurse and a nurse practitioner.
Laughter and a witty sense of humor are readily apparent within all of the
interviews. Even amidst the most serious of discussions, the participants are able to use
humor and laughter. Additionally, laughter and humor are present during discussion of
the more mundane issues. This use of humor fits the classic definition of a defense
mechanism. Although some defense mechanisms may be viewed as inappropriate and
maladaptive, humor is most typically viewed as an appropriate, adaptive mechanism in
dealing with stressors. It appears as though nurse practitioners have developed the art of
effective use of humor to allow them to continue to function in the face of the mindnumbing mundane, as well as the angst producing conflict.
The combined four central themes, centered around the nurse practitioner-patient
relationship, give rise to a level I theory model. The dynamic state of the nurse
practitioner-patient relationship and the four central themes as expressed by the
participants is apparent. It is clear from this research that the nurse practitioner-patient
relationship is one based in professional accountability. However, the weights and
strength of relationships between and among the central themes have not been identified.
Further research could focus on the establishment of the strength of relationships between
and among themes, to determine relative import and identify underlying forces.
Further research is needed to clarify these questions, as well as further delineate
the meaning of accountability among nurse practitioners individually. With increasingly
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changing parameters of care in a constantly evolving health care system, it is imperative
for the practice of nursing to be clear about the meaning of professional accountabilitv.

Implications and Recommendations
Qualitative research is frequently utilized when attempting to understand a
phenomenon that has little existent related research. There is a paucity of empiricallyrelated research on the meaning of accountability and very little philosophically-related
literature on the subject. However, consensus in the literature is that professional
accountability is the hallmark of any profession. Logic dictates that if the profession of
nursing is to be accountable, the meaning of accountability must be ascertained clearly.
Further, the literature demonstrates that accountability is of central import to the
profession, because of enlarging scope of practice. Therefore, accountability is especially
cntical to the nurse practitioner. Accountability is an issue that carries implications
related to clinical practice, education, administration, research, and policy development.
Without professional accountability, the practice of nursing will be mired in
subservience, without the ability, authority, or responsibility to appropriately function in
a professional role.
This study is an initial step in identifying the meaning of accountability from the
perspective of the nurse practitioner. Further research is needed, it is imperative for the
profession of nursing to further clarify the meaning of accountability of practitioners in
different practice settings. This study identifies four major themes in the meaning of
professional accountability from the perspective of the nurse practitioner. A level I
theory model is shown. For the profession as a whole, a more in-depth knowledge of the
meaning, with further delineation of the "for what" and the "to whom" of accountability
is imperative. Moreover, the strength of relationship between and among the central
themes must be determined. Because of the diverse backgrounds of nurse practitioners, it
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is of the utmost import to gain a deeper understanding of accountability from a variety of
these perspectives.
The literature constantly calls for further delineation of the parameters of
accountability. Nursing as a whole and nurse practitioners especially, hold far-reaching
responsibilities for quality patient care and with increasingly expanding boundaries in
practice, there is a parallel expansion of responsibility. This study identifies facets of
accountability related to role tension, especially as related to the use of guidelines in
practice. If this frustration is related to confusion over parameters of practice, perhaps as
related to institutional issues, power, or patterns of authority, these issues must be
investigated. If nurse practitioners are to be accountable, the authority to make decisions
and follow through with them must coincide with the level of responsibility. With ever
expanding boundaries in practice, with ever increasing demands, and with diversity of
practice areas in which nurse practitioners are employed, it is especially important to
identify these issues.
This study clearly indicates some confusion about the exact fit of the nurse
practitioner in the grand scheme of the institution. The participants in this study are not
confused about professional commitment, responsibility, caring, or the use of guidelines
in providing a basis of direct accountability to the patient. However, one study
participant was very confused about her exact fit in the institution in which she practiced
She w as a member of both the nursing stafl and medical staff, but had no clear
understanding about guiding rules and regulations of the institution. This study
participant desired feedback concerning her practice, and particularly wanted to be
accountable according to the rules and regulations of the institution. However, as an
advanced practice nurse, neither the rules and regulations of nursing nor the rules and
regulations of the medtcal staff addressed her scope of practice. In other words, the nurse
practitioner was in a rules and regulations "no-man's land." caught between two groups

of profess,onals in the institution. Although this panic,pan, was particularly articulate in

delineating the parameters it this dilemma, the researcher suspects that this is not a single
occurrence of confusion concerning the role. Administrators must be aware of the
expanding role of the nurse practitioner and work accordingly, to assure the expanded
role of the practitioner is delineated as a separate scope of practice and conflicting
information concerning the role is clarified. With that clarity comes clanty for
accountability.
Further research is needed. Further delineation of the meaning of accountability
among nurse practitioners individually, as well as the group as a whole is imperative.
With increasingly changing parameters of care in a constantly evolving health care
system, it is essential for individual practitioners and the profession as a whole to be
clear about the meaning of professional accountability.
It is clear from the current research that nurse practitioners believe accountability
to the patient is not buffered by layers of cushioning others. Accountability is directly
tied to the patient. The combined result of the increasingly changing health care system,
the expanding professional horizons of tne nurse practitioner, and the enlarging scope of
practice in nursing, demands a continuing focus on direct accountability to the patient and
total clanty concerning the meaning ol accountability.
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Participant Consent

I, «study participant namc», agree to participate in the research project that has
been approved by the Committee on Use of Human Subjects in Experimentation and by
the Division of Graduate Nursing Education of the Mississippi University for Women. I
understand that this project involves a taped interview with graduate student Patricia
Pearce and that it will involve responding to question with relevance to the practice of
nursing. 1 understand that all information from the interview will be confidential in that
my name or other identifying information will not be written on the interview tapes,
transcribed materials generated from the tape, or any written work derived from the
study. 1 understand that my participation is voluntary and that I have the option of
discontinuing my participation anytime during the interview. I understand that I will
retain one copy of this consent form for my records. After the interview has begun
should I choose to remove myself from participation in the study, my informed consent
form will be considered null and void and the tape will be erased.
I understand that my responsibility in this study is to respond truthfully, reflecting
on my knowledge, experience, and beliefs.
1 understand that at anvtime following the interview, should I have any questions,
I can contact the researcher, Patricia Pearce (Home: 504-866-8340 or Digital Beeper:
504-552-7868) or the Director of the Graduate Nursing Program (601-329-7323).

Signed:

«Study participant name»

Patricia F. Pearce, RN, MPH
Graduate Student in Nursing
Mississippi University for Women

I niversitv of Southern Mississippi
School of Xursmg
Southern Station Box 5095
Hattiesbui g. MS 39406-5095
(601) 266-4452
DATE:

July 7. 1995

10:

Patricia Pearcc

FROM:

Karen Saucier Lunch. Ph.D.. R.N.

SUBJECT:

Ihcsis Data Analvsis

Tliniil.on tor tlx opportunity of reviewing your transcripts of \ our research . You have a
\en i.ght and we-i organised ethnographic study and I think that your identification of
themes are well documented and in agreement with my coding sample After reviewing
samples of the tianscripts. 1 four.d supporting eMdence for all four major themes, and. like
you. I Kurd nunv subthemes which can be bli ther developed at a later point in time. As I
uici iior.ed to vou on the phone. For master's level research, your study is exemplary and
the level of analvsis. both anal\1icalh and theoretically, is quite adequate. 1 would expect
that you can biithei analvze the transcriptions later on and more fully develop your
analysis. PLEASE PLAN ON SUBMITTING FOR PUBLICATION!!
I am quite comfoitable w ith the lour themes that you have found. 1 do think that you
might need to be a little more detailed in the beginning of the chapter pp. 38-39 about your
procedures tor identify ing themes, issues of reliability and validity (including my
confirmation and the other college professor vou consulted), and consider constructing a
chart or table to help the reader "organize" and follow your themes and subthemes. I
found myself having to go back to the beginning of the chapter.
oil have identified so
many cubthemes that it mav be confusing to the reader, since, semantical!}, the concepts
are so similar in nature. I think that mice 1 see your outline of analysis and ieduction (you
mentioned in Appendix, but 1 did not have copy). I can help you here. As lor the
unidentified theme. 1 can only infer that you are re fen ing to the barriers facilitators and
influences which both positively and negatively facilitate the N.P. role. I see the negative
iuiluences as related to role strain but not sure where to put positives. Since I dont have
your coding scheme (l* reduction). I am not completely sure what you aie including in this
additional findings".
I will return the transcripts and C-—ei 4 via Fed Ex and will include my comments and
editorial changes Just w anted yoi. to know you are "right on the mone> by my
assessment! Call when vou tret ready for our signatures and 1 am sure Clifl and can
work it out. I am comfortable with approv ing w hat v ou hav e now . If vou need me to help
>ou with IK first part 4 U.sptci 4. please send nU g the -Mine scheme and an> 1nble>
> ou have done.
Ouod job' Have a good w ackeud and l>e in touch.

To:

Trisha Pearce

CC:

Thesis File

From:
Date:
Re:

memo

Cynthia A. Langford, Ph.D., CRC, CCM, LRC
July 19,1995
Corroborating Data Analysis

I am pleased to report that after reviewing the verbatim
transcripts of participant interviews, I concur with analysis. I,
too, found four major themes: Caring, commitment,
responsibility, and use of guidelines as contributory delimiters of
accountability.
I consider your data analysis method appropriate to the data
collected, as well as a valid and reliable means of examining the
data. In addition to the supporting evidence for all four major
themes, I agree with your conclusions that there are many subthemes. Fortunately, this provides you with a wealth of
information for future publication. I would hope that you soon
move to publish the data presented in your thesis as they merit
consideration by your peers - isn't it odd how thesis/dissertation
data never rcallv seem to be completely finished?
Although 1 believe that your thesis data are rich enough to
provide further exploration, I recognize that the product you have
completed so far is more than sufficient for most master's theses.
Indeed, you may be teetering on the brink of dissertation level
work.
I laving worked in rehabilitation for over 25 years, I was not
surprised by the emergence of these themes. I hey seem to he
common to the several disciplines that compose rehabilitation.
As you know, my teaching and publication history lead me to
look at issues of accountability as an ethical question. Your data
add richness to the morphology of "accountability" by "fleshingout" some of the underlying structural supports of ethical decision
making .
I have been pleased to have served as a corroborating data
analyst for your thesis: "The Nurse Practitioner s Perception of
the Meaning of Professional Accountability: A Qualitative

from the desk of...
' Cynthia A. Langford, Ph.D., CRC, CCM, LRC

Associate Professor
Louisiana State University Medical Center
i 900 Gravier, 8B4
Wew Orleans. IA 70118
(504) 568-4478
rax: (504) 568-4324

@lsumc.edu

dangf

Study " If I can assist you in any other way, please do not
hesitate to contact me. Please do think about getting your thesis
into the professional literature, I'm looking forward to citing your
workI

SCHOOL OF
ALLIED HEALTH PROFESSIONS
Louisiana State University
Medical Center
1900 Gravier Street
New Orleans, LA 701 12-2262
Telephone: (504) 568-4315
Fax: (504) 568-4324

Department of Rehabilitation C o u n s e l i n g

July 14, 1995

Ms. Patricia Pearce
252 Walnut
New Orleans, LA 70112

Dear Ms^P^artTe^"" T
Thank your for the opportunity to serve as a corroborating data analyst for your
thesis: The Nurse Practitioner's Perception of the Meaning of Professional
Accountability: A Qualitative Study. I enjoyed reviewing your data and have
included a memorandum for your thesis file with this letter.
I am going to take this opportunity to (again) suggest that you publish your thesis.
As professionals we have the responsibility to share research findings with our
peers. I, selfishly, would like to have another quality article for my students to
utilize in my Advanced Seminar in Rehabilitation course. The Louisiana Counseling
Certification Board requires that this course have 60% of its content dedicated to
ethics. As rehabilitation counselors interact with an array of professionals (and
usually find advanced practice nurses to be well informed, helpful colleagues),
would like for my students to be able to get a sense of how nurse practitioners
define "accountability."
Thank you again for including me in your thesis. Do not hesitate to contact me if I
can be of further assistance.

encl: 1

School of Allied H e a l t h P r o f e s s i o n s
School of Dentistry

School of Graduate Studies
School ol Medicine in New Orleans

School of Medicine in Shreveport
School of Nursing
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Appendix D

Preliminary Coding

Advocacy, patient
Advocacy, sell
Art of nursing
Board of Nursing
Care, appropriate
Care, available
Care, judicious technology
Care, quality of life relationship
Care, safe
Care, value of by nurse practitioner
Care, value of by patient
Care, within scope
Care, high quality
Caring, art of
Commitment
Communication
Concerns, accountability
Concerns, professional
Delimiters of practice
Documentation
Ethical sense
Expectations
Experience, formal
Experience, informal
Guidelines, formal
Guidelines, informal
Health promotion
Institutions, formal
Knowledge, formal
Knowledge, informal

Legislation
Mutual Goal setting
Outcomes

Outcomes, best possible
Physicians, accountable to
Physicians, as negative factor
Physicians, as positive factor
Physicians, knowledge
Profession, accountable to
Profession, guidelines
Protocols, broad guidelines
Protocols, question of use
Quality of life issues
Responsibility, as accountability
Responsibility, direct to patient
Responsibility, judicious technology
Responsibility, mutuality with patient
Responsibility, to law
Responsibility, to profession
Responsibility, to self
Responsibility, within scope
Role ambiguity
Satisfaction, patient
Satisfaction, self
Science of nursing
Scope of practice
Self, sense of
Sensitivity
Spirituality
Tension
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Appendix E

Common Themes in the Perceptions of the Meaning of Professional Accountability

Central Themes
1. Perceptions of the importance of commitment in accountability relate to commitment
to patient, in the form of high quality, safe, appropriate care. Commitment in
accountability also involves the use of knowledge, experience, and commitment to
self. Mutual goal setting is a related component of commitment.
2. Perceptions of responsibility in accountability are identified as interchangeable with
accountability. Responsibility is the process of being responsible in relationships of
care and use of guidance systems. Responsibility in accountability ties to the
relationship of "for what" and "to whom " are nurse practitioners are accountable.
3. Perceptions of importance of caring in accountability relate to commitment and
responsibility, but focus on caring as high quality, safe, appropriate care, involving
investment of self. Quality of life issues, as well as a focus on outcomes are related tc
perceptions of canng in accountability.
4. Perceptions of oindnnco systems as a delimiters in accountability involve the use of
protocols physicians puidancc. f novvledge base and experience, senseo
personal chics a„,t leal guidelines, including the Eoani^iur^
Of laws. Tension related to .he use of guidance systems in accountability is apparent
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Appendix F

Commitment in Accountability

COMMITMENT. CARE. KNOWLEDGE So, um, keeping updated, answering
questions, not taking the standard answer - you know, we don't know why this happens or look for the answ er, at least, because you're [the NP] accountable to your patient for
that. You have to have enough knowledge to keep them safe and that their medical care
would not be inappropriate. And so I'm accountable to my patients as well (3/39-48).
COMMITMENT. CARE, QUALITY Yeah, [affirming a summarization of dialogue
regarding direct responsibility is in giving good, safe, care to the patients, and to do no
harm] and they have a responsibility to tell me what's going on (3/100-101).
COMMITMENT. CARE. SENSITIVITY . . . they [nurses] have to deal with social
issues, environmental issues, past life experiences, and educating,.. . well. . . [pause] you
have to communicate . . . well, vou gotta go in there and find out what's going on in their
heads (2/641-654).
COMMITMENT. CARING [Caring and the NP role as a mixture of science and caring]:
Analogy to the artist) Well, an artist. . . [pause] a painter. . . [pause] they have the ability
to portray a scenery . . . [pause] they have the science of mixing colors . . . [pause] or use
a different brush stroke . . . [pause] (2/737-740).
)MMITMF.NT. CARING ADVOCACY GUIDANCE, KNOWLEDGE
mmitment to patient. When a patient comes in and you just know it s an ectopic, and
a got to get an ultrasound, and there's no money for it and the insurance
P<*n >
ks, well, vou just gotta get it done. That's happened twice to me. ^o j
3 you can't get that company to OK it, well you just gotta do 'ta^deal with t
urance and payment ramifications later. You know, I was right both times
urance companies u ere REAL happy to pay for the ultras,
aw, we prevented disaster. But you know, commitmen o^
advocate for the patient
ient sometimes goes bevond, you know, you gotta rea y
jntuition (5/348-363).
® for yourself And you golta go with your gut instinct, your intuition
aw).
iRMITMENT, CARING, CARE . . . and with
hurting her I^ss, for
i re accountable to that patient. . [pause] for . . . [P
' ,
[pause] are
1 hurting that patient and for helping lo fix whatever. So you re . . . [pausej
countable to that patient for both. (1/219-223).
MM1TMF .NT CA R I N G COb'blFCTFDNESS And reaHy^asanurte^hal s^pr^

y

know, a person that 1 really conncc, with and really
e

that connection (4/40-47).
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COMMITMENT, CARING, QUALITY, OUTCOMES The patient came to you for an
answer and you need to give them one . . . [pause] and it has to be the right one, because if
it's not the right one then you 11 hurt the patient, if you don't give them the nght medication
or you fail to treat, or you miss something. Then you're not giving the patient what they
came to you for and then you're not being accountable to that patient (1/335-341).
COMMITMENT. GUIDANCE.. COMMUNICATION You have a responsibility to
provide information, appropriate. And you know in a clinic like where I am, you have 5
different providing care, you're responsible to allow them to know what's going on, to be
able to look at the chart to see that thus and so happened, or didn't happen. It's a way of
communication and you're responsible for it (5/226-233).
COMMITMENT. KNOWLEDGE
And you have to keep researching them [patient
problems] until you get the answers (3/39-40).
COMMITMENT. OVERALL [An example of direct accountability to the patient] I
don't see accountability in nurse practitioners any different than the accountability for
any other type of profession. Be it medicine, be it in health care, be it in law, or be it in
engineenng (2/119-123).
COMMITMENT. PATIENT When you get down to providing care. [Pause] You get
down to you in the examining room with that patient, [pause] and the accountability is for
no one else around you. Okay? You're accountable, professionally, to that patient.
[Pause] It's between you and that patient. (1/200-211).
COMMITMENT. PATIENT SATISFACTION . . . they demand that we listen, that we
help them, that we are sensitiv e to their needs. You know, we are enormously
accountable to these kids. (3/74-75; 3/85-86).
COMMITMENT. PATIENT My accountability is to them [patients] (1/520).
COMMITMENT. PATIENT One level [of accountability] would be that personal
accountability from person to person, the person that's taking care of another perspj^
Almost like a spiritual accountability. [Pause] that caring kind o acc
^most
that you're going to care for that person. And realty, as a nurse, a P
basic level of accountability is that I'm here to care for you . And1I have^
tQ
connection. You know accountable from one person
1
another human being . . . that personal kind of accountabili y. (
COMMITMENT, PATIENT So that patientcomes tc.you so ^Jjftever
do
for that patient [pause] is [pause] that's the
f
Nursing,
bottom
yourhnBoard
G
all penpheral. It's your objective kinds of things, y
»
boss, who pays your
doc looking over your charts and talking tc» you a
P
cafe of the patient for them.
salary, and you know you're accountable for [tak g]
g
patient
it's
• But you know, I just think the overriding . . you know., issue... is i f
patient centered accountability. (1/250-276)
COMMITMENT. PATIENT Sure, it's patient centered accountability (1
COMMITMENT .PATIENT Yeah, and you are ^s^ible^r that P^K^
can f,x everything, we can't, but we still needto be accoun
33)
everything we say and do and what we provide for that patient to

for
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COMMITMENT. PATIENT. CARF.
care of my patients . . . (5/336-338).

• • my first and foremost responsibility is in taking

COMMITMENT, PATIENT |A comparative example for sameness of being directly
accountable to the patient in instance of independent practitioner, working alone, or one
working with a number ol prolessional colleagues at hand] . . . vou know, if vou're one
on one with the patient, Em one on one w ith the patient, with nobody around me for a
hundred miles or I'm one on one w ith the patient with people five feet away from me,
well, my accountability is the same (2/376-379).
COMMITMENT. PATIENT. CARE When a patient comes in and you just know it's an
ectopic [pregnancyand you got to get an ultrasound, and there's no money for it and the
insurance company balks, well, you just gotta get it done. That's happened twice to me.
You just know [participant emphasis] and you can't get that company* to okay it. Well
you just gotta do it and ask for the insurance and payment ramifications later. You know,
I was right both times, and those insurance companies were real [participant emphasis]
happy to pay for the ultrasound after the fact and you know, we prevented disaster. But
you know, commitment to the right thing for your patient sometimes goes beyond, you
know, you gotta really be an advocate for the patient and [participant emphasis] for
yourself. And you gotta go with your gut instinct, your intuition. (5/348-363)
COMMITMENT. (NON) CARE [In reference to other physicians and nurse
practitioners] Some people don't care is where I'm coming from ... or at least they
come across that way. You know, they come in, if it works fine, if it doesn't, well tine,
vou know , and then thev go home. Some people just go to their jobs, you know (1/395400).
COMMITMENT. ( N O N ) C A R F . Q U A L I T Y ACCESSIBILITY Well ... if someone ^
[patient] is tnaged over the phone. This happened not too long ago. She [patient] didn t
• • • well she didn't Darticularlv . . . well, this was actually before I came because there

as

I |1 Cl >

CXI 1 V 111 *

well.. She comes in lor a paycheck. Particularly no
patients. No commitment. I suspect that your level oi
with your level of accountability. I'll bet (1/630-053).
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1

^sponsible for w hat we do (3/173-180).
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Appendix G

Caring in Accountability

CARE. ETHICAL SENSE You have to maintain objectivity, but at the same time be
methodical about what you do, and all the patients aren't the same, the sense of
organization [of care] ties to your ethical sense (5/294-299).
CARE. OUTCOMES. QUALITY OF LIFE You're accountable to all these people
we've already talked about for a good outcome . . or as good an outcome as you can
possibly make. Yeah, w hatever, I mean even a peaceful death . . or whatever outcome
you're lookin' for (1 /381 -385).
CARE. QUALITY CARE. SAFETY Because they [patients] have the right to get good,
safe care. The do no harm (3/62-63).
CARE. QUALITY OF LIFE Well, yeah, but I get a lot for it, ya' know. I get wonderful
satisfaction to think that someone's been to five different care providers for a prob em
and va' know this kind of problem really alfects your sex life and that s rea y impo an
stuff, and some people don't realize it. . . just how important that is to just, uh, hie in
general,. . . it's just a huge part, and uh, I just think people sometimes get a short
[unidentifiable word on tape] (1/541-550).
CARE. QUALITY. FOCUS . . . either get them healthy or keepthe™ heathy, or well,
that's pretty much it. You either bring 'em back or keep em there (

CARF < S A F F R A I ?r: oi I A I ITY CARE . . I ' m accountable for several things, one for
Ir SAFE CARE, QUALI
^..oiitv means that you provide the best, that you
providing quality care, uh, sale care, . . . quality means in
p
(1/27-35).
have to stay safe, that you're within the law, and that you k
y
CARING. COMMITMENT [In reference to ^r!°"^^a^n58ui,tPj"Tgi ven.''You don't
connectedness with patient described] Yeah, that s kind of built in, gi
really think a b o u t that. It s o r t o f , y o u k n o w , h a p p e n s ( 4 / 3 t v - 3 ~ ) •
,• n xr/^n'rp Heine true to yourself, that
CARING. ETH1 r A i .9FN.SK SELF At the same time Y ^
. t cafe and thafs
k
methodlca,
you did what you are responsible for, accountable tor as ia. «
how you're true to yoursdf, your own standards and you h^et
yourself and your oeu

P

^

about it, I guess. Urn, you have to know

CARING. ETHICAL SENSE OFSELF Yoursense" J^cs ^well as tlking care of
bright and honest to yourself^d^ values. Deliniteiy.
yourself (5/286-29).
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PARING. KNOWLEDGE, RESEARCH. VALUE OF CARP Yeah, to do the research
on what you're doing, to do QA on what you're doing to see if you should be doing it!
Wanting to make sure that w hat you're doing is of value to the patient (4/265-268).
PARING. OUTCOMES Yeah, and your outcome might not always be positive either,
you still have to do the best possible care that you can. You're not always gonna have
positive outcomes, and it may not be related to anything you do that the outcome is not
positive (5/99-104).
PARING. OUTCOMES. QUALITY CARE [in reference to direct accountability to
patient for outcomes) Yeah, especially because it's tied to outcomes. Patient outcomes.
Like pregnancy outcomes for example. And it's not always positive. You do the best
you can, and it's not always positive. I'm talking, well like a miscarriage, a spontaneous
abortion, for example. This is not a positive outcome as far as a pregnancy is, but you
identify the patient and what they need to understand [to make the best possible outcome
in situation] (5/172-188).
CARING. OUTCOMES. QUALITY [Relating accountability to outcomes in care] Well
to provide the best care we can. To provide quality care . . . and positive outcomes (5/84-

88).
CARING. PERSONAL EXPERIENCE Nursing is an art. And all arts have a scientific
basis to them, but it [nursing] is an art. Medicine is a science . . . this is why nursing
allows you to utilize your personal experience as a means to develop your practice,
rt
allows you to do that' And I don't see now I can practice as a nurse without the use ol
my personal experience (2/184-193).
CARING. OIJA1 ITY . . . a n d y o u k n o w , i t ' s [ a c c o u n t a b i l i t y ] s o t i g h t l y i n t e g r a t e d a n d I
think that starts in nursing school and that's part of the beginning nursing.

a

accountability for the care that you give the patient. . . thatsta s on
y
101. You have to make the bed right. The patient will hurt himself if y ^ h o r t j s h e r t en
Your know, bed sores if you don't straighten out that shee .
,
,y
^ ^ a t ' s good
so ingrained in us nurses that it becomes second nature,
irea >
* /y/354.377)
and if anybody cares aboul the outcomes, or cares about cheir patients (1/364
/).
CARING, QUAI .ITY C A R E ^ENSHIVHX

P.

So you gel innovative in your treatments with
. g o t t o A n d these patients
t<)
find the cause of the problem and fix it? ] Yeah, y
g
>_y
before, ever
are so grateful, ya know they say "God, nobody s ever l.stened to me bet
before." I get that all the time (1/620-623).
CARING. QUAI ITY OF LIFE And you talk for a long, ' ^ g ^ ^ h e came'back two
figure out what it is. . . . So w e talked and change ,
weeks later. She's crying, ya' know, this sort of thi

haDt>ens an

g

JjP®

the time. So now
something. And she'll

we're [pausel and we'll see w hat's happening, if h
be back in two weeks to see how things are (
, -i t

| 0 n gyerv time I see a patient.

CARING. QUALITY [in thinking about a c ^ u " ^ A J n t a b l e for this and this, but it's
You have to. It's not that I think, wow, 8 °
0 p y 0ur patient the way you need to,
more to make sure first of all that you re ta
8
. . h
c a r e . . . you think about
providing them with quality care, providing them with
what that patient needs (5/159-167).
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RELATIONSHIPS WC w ant to make everybody well and happy you know'
And that's part of our caring relationships (5/258-260).

PARING.

CARING. QUALITY CARE Because I want to improve, so I'll be always sure to give
good care. I don't want to be givin' bad care. I don't want to be unsafe (3/225-228).
CARING. SAFE CARE The patient came to you for an answer and you need to give
them one .. . and it has to be the right one, because if it's not the right one then you'll
hurt the patient, if you don't give them the right medication, or you fail to treat, or you
miss something. Then you're not giving that patient what they came to you for , and as
far as I'm concerned, if you're not doing that, then you're not doing your job, and you
need to be accountable for that (1/).
CARING. SENSITIVITY, KNOWLEDGE USE [In reference to spontaneous abortion]
She needs to have an understanding of w hat is going on. She needs to have
understanding and emotional support. She needs education, prior to even doing anything
more 95/180-184). Yeah, and it's not just her, you know. It's that you're taking care of
her family members, so that they understand what's going on and get information and
support (5/190-194).
CARING. SENSITIVITY. PATIENT SATISFACTION They [patients] demand that we
listen, that we help them, that we are sensitive to their needs . . . and the result [of two
recent patient satisfaction surveys] w ere 98% satislaction in every category (3/73-79).
CARING. T F C H N O L O G Y CM JTCOMES [ I n reference to spontaneous abortion] Or, on
the other hand, is this something the body's gonna take care of on its own? May an
ultrasound, not a D&C, and you got to get her back to the level of homeostasis where she
once was (5/185-188).
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Appendix H

Responsibility in Accountability
RESPONSIBILITY Another word I can think of [for accountability] is responsibility.
And quality has to fit in there somehow. Ipause] Quality and responsibility to another.
You can't be accountable if there's not another person (1/413-417).
RESPONSIBILITY I identify accountability as responsibility. It's such a loose
concept. But I feel if you're accountable to or for anything, you are responsible for
whatever it is (5/90-93).
RESPONSIBILITY Then it' s y o u r accountability, a responsibility. It 's a responsibility
that you've done it correctly. [Pause] I don't care if you do have to have it co-signe y a
physician. [Pause] You're still accountable. You could have chosen the wrong
professional for referral or collaboration. (2/26-28)
RESPONSIBILITY. M I T U A ' T.OAIS. MI TTUALITY ... 1 make them
and
make sure that they, uh, invest in the plan, to , uh, do whatever i is
y
with. So no, no contract per sc, but insuring compliance you ve 8
^/
understand that they've got to do what you want thena to o . •
'but and uh if
into it or it ain't gonna work. I can give that patient tha Pr^sc P
'
'tQ
^ ancj
they don't understand why they have to go getthat
to ^y into the plan at the
thev have to finish it, then it s not gonna w ork . . . so
-,
mmnliance Just be the
fronte n d . T h i si sw h y I t h i n k n u r s e sa r eal o tb e t t e rt h a nd o * a L i t
way we're trained and by the nursing philosophy y
because they communicate
easier to insure it. I think nurses are better then theidccs at it because
y ^^
better w ith their patients. And they 're better a ea
8
^ ^ave been to four
docs. You know, I can't tell you how many
them yesterday. It was all
or five doctors with no satisfaction from them.
discharge is not high on the GYN
because the docs didn't take the time to listen.
g
. . m it's huge. And most of
docs list to resolve, but for the woman vvf|^s^ 8°
jJL't vvonV about it. I know it's
'em [docs] pat 'cm on the head and say, oh, oney,
patients to buy into the
just the docs don't listen. And they certainly don t get the pan
program (1/421-456).
A
know it's [accountability] so tightly
RESPONSIBILITY OUTCOMES . . and you k
t of the beginning nursing,
integrated and I think that starts in nursing schoo
that starts on day 1 of Nursing
That accountability for the care thai.you giv^e pane ^
.f
short-sheet er.
101. You have to make the bed right. The patient wi ^ uh ^ yQU knovv,I think it s
Your know, bed sores if you don t straight
^ nature. it really does. AnO that s gcx>d
so ingrained in us nurses that it becomes .
)•
res about their patients (1/364-3
and if anybody cares about the outcomes, or cares aoo
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RESPONSIBILITY Well, 1 think of accountability and responsibility together as one.
Basically, we re accountable or responsible lor anything you say, prescribe, or do (5/11-14)
RESPONSIBILITY, OUTCOMES It's the nurse practitioner's accountability,
responsibility, to lind out exactly what the problem is and if we can't find out what the
problem is then we must be accountable to refer that patient to someone who can [find
out what the problem is] (5/44-50).
RESPONSIBILITY', PATIENT And they [patient] have a responsibility to tell me what's
going on. An accountability (3/100-101).
RESPONSIBILITY', PATIENT I consented him, he agreed to have it put in, he knew
that infection was a possibility. (4/297-298)
RESPONSIBILITY. PATIENT. CARE, QUALITY
Yeah, [affirming a summarization
of dialogue regarding direct responsibility is in giving good, safe, care to the patients, and
to do no harm] and they hav e a responsibility to tell me what's going on (3/100-101).
RESPONSIBILITY. PATIENT. MUTUALITY They're still training doctors to give
them the magic pill, give them the medication, or to cut it out. Those are the answers to
the problems of illness for physicians and that is the way they're brought up and that is
the way they work. You know, sophisticated tests, high technology, you know, and then
the bottom line they take their medication and then they come back. And sometimes that
just has to be. I mean we're glad the surgeons are around when we need them. But for a
lot of the clients inv olv ed with nurse practitioners, chronic disease, where people have to
buy into the program or it's not gonna work, you know, and I think that s why
[unintelligible tnpeb Because the patient has to participate so much more (1/470-486).

yuu in a poou.vw —

-

f

comes to you and you judge that this is ou
^
to say that. Hopefully you have a trust with >o

r

F
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Appendix I

The Use of Guidance Systems as Delimiters in Accountability

GUIDANCE. ALTERNATE SOURCES. FDA ... and so two days later I get the FAX
[from the FDA] and it was like three pages, like 20 something reports on like 1990-1992
on possible allergic . . . possible allergic reactions, [pause] And so I just, you know, I
went, God, 1 went, you know, you [participant] are so stupid. Why did I believe this guy
[company representative selling product] and . . . [so now has to look further for
guidelines on similar products] (4/173-186).
GUIDANCE. ALTERNATE SOURCES. FDA ... so I called the FDA and I asked them
to send me stuff and I haven't heard back f rom them. You know, it s one of those electnc
voice things, w here you talk to the machine and say please send me any information you
have on this product (4/195-201).
GUIDANCE. BOARD O F N U R S I N G . LEGAL ... and knowing the limits of the law,
'cuzl've made it my priority to understand what I'm allowed to do in this state [in
reference to the Board of Nursing] (1/110-120).
GUIDANCE. ROARH nr Ml IRS1NG LEGAL . . . Pr°vlding.v ^l^e^sdplS'Sf
of practice that, uh, is defined by the Board ot Nursing, or, a , y
^ knownurse practitionery. . . . you have to stay safe, within the law,
y
your limits (1/22-36).
SU1DANCE, BOAPD OF Nl 1RS1NC1,

""

fc'KS
orNurs,„Sg or"he'b>n?he whole d.sc.pl.e of nurse practitonery. .
that you're within the law, and that you know your limits (1/-4-36).
SyiDANCE, BOAPP OF N l
of public safety for the nurses of the state .. . tha
^
under the Nurse
put limits on nurses . . . clear guidelines for vvhatl"y. , s of practice within the state,
Practice Act. ... I think ,fs important to
within those laws (1/46although I may not always agree with them, but I have to stay
68).
^ , c r A i PHYSICIANS I'm licensed and
GUIDANCE ROARD OF NURSINGJ^EGAU-.
pw,tinners] also accountable to
accountable to myself ... but in this state, vv
, working for says I want you to
our physicians. So when the doc or the age y y
ancj jn some states, culposcopy
start doing culposcopy, in some states it s n p
i_i55).
may not be w ithin the realm of nurse pra
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0111DANCE, CARE, J U D I C I O U S TECHNO! .OGY Yeah, when you get somebody like
that, who s been all over the place, that means well, ya' know, you can't see five docs
and at least one ol them try, ya' know. Urn, so pretty much everything had been tried that
was comenhonal and, um, axailable, at least, OK. So you know I have to try something
that's not on the list of already tried, but is on the list of still legal for you to try. Well
that's something nurse practitioners are good at, at some stuff that is not, ya' know on the
list. Try old stuff or at least not the newest remedies on the market (1/ ).
GUIDANCE. CARE, KNOWLEDGE, SAFETY You have to have knowledge enough to
keep them (patients) sate and that their [patients] medical care would not be inappropriate
(3/45/48).
GUIDANCE, COLLABORATION Because it's just reassuring your knowledge base
[refernng when outside of scope of practice], if there is any questions in your mind . . .
you think it's right,. . . you're almost sure it's right,. . . but you want to double check it
anyway (2/426-429).
GUIDANCE. COLLABORATION. PHYSICIANS Two things come to mind. One, that
1 don't have to totally be in step with the preceptors [MDs] that I have here. 1 have
several because if I work in Primary Care Clinic I have others than if I work up here. I
don't have to be in perfect agreement, but at least they have to be aware of what I m
doing. They have to . . . I have to be able to give them the arguments as to why I'm did
something a different than the way they automatically do it. I have to be able to listen to
their arguments as to w hy they w ould w ant me to do something. So accountability has to
be with my preceptor, my partner, or w hatever, the physician I m working in their stead
for, who I'm helping out that day (3/19-32).
GUIDANCE, COl .1 .FAGUES So I called him [nurse practitioner colleague] and I said,
I'm in this quandary and [validating inlormation for clarification on pr uc aa
technique] and you know , he said no, never [Gonccrning advene a. ergic: re
product]. And you know , he's put in over 500 ol them. (4/189-iy:>).
GUIDANCE. EDUCATION. SOCIALIZATION. QUALITY. . . . and
[accountability] so tightly integrated and 1 thmk that starts
give the patient.
part of the beginning nursing. That accountability f
.
patient will
.. that starts on day 1 ofNursing 101. Youhave to mate he beelhat
hurt h i m s e l f i l y o u s h o r t - s h e e t ' e r . Y o u r k n o w , b e d ^ J j o u ^ d o n n a n u g § e n o ^
sheet. Uh, so, you know, I think it s so mgrame
the outcomes, or cares
nature. It really does. And that's good and il anyooay caic*
about their patients (1/364-377).
guidance institution rf1 aTi°n^hip
•jWP one of
patients because I think you go with whatever in:s
. ^ And we're functioning in a
those is difference too. I think it depends on
themselves as a dominating
Western medicine, phvsician dominated ins i u
,
,
u gay wfoat to do. It's the
force for the patient, the patient does what you
,
tient 10i. We [implication is
old school. The only way you're gonna
'
one relationship with our patients,
nurse practitioner in contrast to physician] have one on one
i DDOTnrOLS You have to know the law and you
GUIDANCE. Jl )nGMENT,LEGAL^^^--^-rl,Qr<, Df what you're doing at all
have to, uh, use your judgment a lot- ^.ou h ,
again, in the roles as defined by the
times, and whether you're staying within
/7q_oc\
state. So that piece affects me all the time (
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GUIDANCE, KNOWLEDGE ^ eah, when you get somebody like that, who's been all
over the place, that means well, ya know, you can't see five docs and at least one of
them try, ya' know. Urn, so pretty much everything had been tried that was conventional
and, um, available, at least, OK. So you know I have to try something that's not on the
list of already tried, but is on the list of still legal for you to try. Well that's something
nurse practitioners arc gcxxi at, at some stuff that is not, ya' know on the list. Try old stuff
or at least not the new est remedies on the market (1/561-573).
GUIDANCE. KNOWLEDGE. COMMITMENT And then the other half of that is, um,
professionally to keep updated and I have probably done more research and reading on
subjects that 1 work w ith every day, like vaginitis in particular, and cervicitis, than I did
last year. Because there arc questions that 1 pop up all the time in the clinic area that just
aren't, you know, in the textbooks. And you just have to keep researching them until you
get the answers. So, um, keeping updated, answ ering questions, not taking the standard
answer - , you know, we don't know why this happens - or look for the answer, at least,
because you're accountable to your patient for that. You have to have knowledge enough
to keep them safe and that their medical care would not be inappropriate. And so I'm
accountable to my patients as well. You have to update constantly (3/32-47).
GUIDANCE. KNOWLEDGE. EDUCATION I hate to admit that [that I use nursing
theory in guiding care]. Cause 1 battled and battled with that in school [use of nursing
theory in care]. I hated doing anything from a nursing theorist point of view. But
actually it works so well. Teaching people to be able to take care of themselves, you
know, and know w hen they need help or not. You know, self care.
GUIDANCE, KNOWLEDGE. PHYSICIANS Means we [nurse practitioners] feel a
responsibility to stav up with the literature and if our collaborating physician agrees, then
we update and change [protocols]. Our protocols are pretty loose. Not t IS
diagnosis and so this is exactly what we do. Or this, or this, or this.
e use
guides (5/137-142).
GUIDANCF KNOW mr.F PROTOCOLS We are responsible lo look at dbTerenUal
diagnosis and rule oul all possibilities and then refer ™
>• ^
QCo|s td| us
diagnosis) based on education, training, knowledge, an
.
i fjn(j;nos history
and they're based on all those things . . . and your history and physical l.ndings, n.srory
is very important (5/67-72).
GUIDANCE KNOW! .EDGE RF.SF.ARCH So 1 pulledo^gJ5ti^e,^nfeSS, cos?
central lines and we're gonna do a comparison to
j don,t really
It could be
Cuz, these lines, they're really nice you know.
reallv worth it? [verses central
that if you have lo put one , n somebody every monlh, is it really worm
line insertion] (4/252-260).
GUIDANCE KMnwi EDGF.. RESEARCH Yeah,
Wanting' to make
dSmg, to do QA on what
if yousg
sure that what you're doing is of value to the patien (
_iDIi tty Given the resources that are readily
GUIDANCE KNOWI EDGE, RESPQNS1BIUI_professionally. The vast
available for me. And that's where I am
. as \ can. I feel as though I am an
knowledge ... 1 want to sponge up as much k
practitioner. I'm very
excellent nurse... an excellent nurse . . - and a. . g wen i need more of that. To be
comfortable with that, but in actual
me>H.cal Cientific knowledge (2/480-49-).
responsible to myself and my patients.

/f
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GUIDANCE, KNOWLEDGE, SCOPE And she called me up and said, you know you're
gonna get sued, you know. And 1 said, but I didn't do anything wrong, you know. I
consented him, he agreed to ha\e it put in, he knew infection was a possibility. You
know, I used aseptic technique, and you know, unless he can prove that I didn't or did
something wrong, you know, like I sneezed on him or picked my nose while I did it you
know, and where's the witness? But 1 know I didn't. . . But still, it's scarv when it '
happens (4/295-307).
GUIDANCE. KNOWLEDGE, SCOPE Well, if a patient comes to you and you judge
this is out of your ability, they' re gonna trust you to say that. Hopefully you have a trust
with your patient, your client, and hopefully, if you acknowledge, or confide to the
patient that this is beyond your scope and you need assistance then hopefully they will
respect that and not discount you, but maybe have even more respect for you because you
acknowledge exactly where your knowledge base is (2/295-304).
GUIDANCE. LEGAL I think you're more independent because you're legally allowed
to be. I think that's where the independence comes from. You're an advanced
practitioner... (2/ 677-680).
GUIDANCE. LEGAL It's there [in reference to legal ramifications of accountability],
and you hear a lot about it, especially from the MDs, and maybe I need to focus on it
more, but it's certainly not first and foremost. . . [pause] my first and foremost
responsibility is in taking care of my patients and 1 feel like if I do a good job doing that,
and my documentation and communication is appropriate, then you know, I m being
legally accountable (5/333-341).
GUIDANCE LEGAL. DOC 11MENTATION. FOCI JS OF CARE [in thinking about
accountability a lot] Every time I see a patient! You have to. It s not that I t iin % wow,
a
gotta be accountable for this and this, out it's more to make sure
° a
taking care of vour patient the way you need to, providing them wit qua i y care,
providing them with the best care, but not only that, but also
®1
'^t
our documentation has to show what we have said and done. ou
patient needs (5/159-167).
GUIDANCF I FriAl croPPOFPRACTir-F CONFUSION And we all
we are responsible for thai patient.
instance, the on y way
Rut if you gave that
ate never SponriWe. 'he doctor always wrote
medication, without checking that dosage you are te
But you and i know
if it went to a court of law, the doctor would take the res^nsimiuy
> &
that you are responsible for it. You and I know a y
countabie for your actions
responsibility that vou're not comfortable with . You are accounia
(2/454-467).
For

GUIDANCE, LIABILITY It's there (in tnf^^X'f^X'MDs^Inaybe I need to
accountability], and you hear a lot about it, e pe
>
[pause] my first and
focus on it more, but it's certainly not first an
' j j feej jjke if I do a good job
foremost responsibility is in taking care of my p
is appropriate, then you know, I'm
doing that, and my documentation and comm
being legally accountable (5/333-341).
GUID ANCF I IfFNSIJRE I 'm I,censed and accountable to myself. . [for my pattern
care and guidelines] (1/147-149).
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GUIDANCE, PHYSICIANS, TENSION And sometimes, um, they'll (MDs) see
someone that I \e already seen and I w ant to make sure that they know that that's okav
That 1 want them so see patients behind me, because that if I made a mistake well I ''
want them to tell me,... I w ant them to tell me I missed it. I want them to tell me.
Because I want to improve,... I want them to realize that I'm a mid-level provider and
that I didn't go to medical school, that I'm a nurse practitioner (3/214-233).
GUIDANCE, PHY SI C.I A NS (ACCOUNT ABLE TO MP! And the physicians you work
with, well you are accountable. It you. . . if you decide to refer out or consult out, you are
responsible for that. And I guess w e arc never not doing that.
GUIDANCE. PHYSICIANS, TENSION. SENSE OF SELF I don't have to be in perfect
agreement, but at least they have to be aware of what I'm doing. They have to . . . I have
to be able to give them the arguments as to why I'm did something a different than the
way they automatically do it. I have to be able to listen to their arguments as to why they
would want me to do something (3/25-29).
GUIDANCE. PERSONAL EXPERIENCE Nursing is an art. And all arts have a
scientific basis to them, but it [nursing] is an art. Medicine is a science . . . this is why
nursing allows you to utilize your personal experience as a means to develop your
practice. Art allows you to do that. And I don t see how I can practice as a nurse without
the use of my personal experience (2/184-193).
GUIDANCE PERSONA 1 - SCOPE. CONFLICT WITH PEERS. INSTITUTIONS
Yeah, back to hvpertensives. Say I m really good nurse with hypertensives, but I just
plain don't feel comfortable with it. And maybe I was in a situation in which an
advancement of the drug prescription . . . well my colleagues do it all the time and my
board savs its pcrfcctlv fine . . . well it's in your legal scope, but I am not comfortable
with this". . not with the drugs ... not with prescribing it. Well it can be within my
protocol in the institution, but I'm not comfortable with it. I m still responsi e (775). Legally I'm still responsible to that client. But I have to iden i y exa y
scope of practice is. I have to know what my scope of practice is.
GUIDANCE PROTOCOLS Well this lady was treated, all the y^P^a^'""Ssls

and

available and the first time s h e c a m e in s h e d i d n t h a v e yeast,
„ gthn '
um, so she had Flagyl, Suprax, and I covered her for everything hat I ^witonmy^
protocols, but she came back, the vaginal discharge wa^a '
there well that's it, so
was gone. There was no y east, no trich but
and my
we tned
[name unintelligible on tape], and that s on my io
protocol (1/578-587).
GUIDANCE PROTOCOLS CARING Well this.^
have yeast! butbactenal
preparations available and the first time she came l.^er for everything that 1
vaginosis, and um, so she had Flagyl, Suprax, an
, ^charge was back, but the
could within my protocols, but she came back,
® • , v t some pus cells were there.
Therea"n?.harsTn

SU1DANCF. PRrvrnroi.S
summative statement about protocols guiding
protocols arc written either by myself, ano er P
okayed by the physician, who may or may no g
[physician] won't sit down and write them,
8

my formulary and my prorocol.

. •

And the
two of us together, and
, we Q on from there. He
^ 11-115). • • •
the
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GUIDANCE. PERSONAL LIMITS I know mv limits
I i-n™r
limits ... [in accountability] knowing your own personal limits (1/707^13)*^
GUIDANCE, PROTOCOLS. COLLABORATION, PHYSICIANS ... A lot of the
protocols that we use are protocols that have been developed at other institutions, that we
brought back from our educational experiences, from published stuff, and they may
have been updated, like medications and treatments that we use, or tailored to our
population (5/122-129).
GUIDANCE, PROTOCOLS, COLLABORATION. PHYSICIANS Yeah, it's a
consensus thing. I think we re all on the protocol committee. Or enough of us are and
we all look at the protocols. We assign each other. . . we assign each other protocols
(4/381-385).
GUIDANCE. PROTOCOLS. COLLABORATION. TENSION [In response to a
summative statement, "so you're working w ithin your scope of practice with a
responsibility and understanding w ith your physicians for some feedback, to assure that
scope of practice is in actuality what it is supposed to be"] Yeah, I work with protocols
to insure that... I and the gynecologist painstakingly took a book, rewrote it according to
what we w anted to do here. In another setting I would follow the regular ones. But we
just rewrote it and signed it and it's sitting on my desk. And then 1 have a protocol book
from Florida. And that's the one I generally use (3/236-253).
GUIDANCE, PROTOCOLS. COLi .ABORATION. TENSION. PHYSICIANS Well,
you know, I feel prcttv comfortable about what we write them and review them, and we
usually review the literature, the current literature, then that brings in the thing, the new
XYZ drug. You know, do we put that on there? ...We have arguments and discussion
about that and there arc some gray areas in that, but it's ... I think . . . we make a
decision by consensus. And now we've gotten to the point that you know, at one point
there was one physician w ho was signing our protocols and we would disagree and it had
to be his way, so we would say, no but this is the way ... or da-da and he would say it
had to be his: way. Well he's gone |laughter] and we can argue our point better now, with
more flexibility because it's a different physician. We can say, well this is the way it
reallv should be you know, and if we leel strongly about something,. . . yea
377)'
GUIDANCE PROTOCOLS H IDGMENT PERSONA! , TF'NS10N IN USE
^
Protocols should be broad enough to allow forjudgmen an e pe
mean you
interventions that you're doing. I mean, when you get o an a
nrohablv complex
have to, part of being advanced is using that judgment and critical, probably comp
situations (1/85-92).
GUIDANCE. PROTOCOLS K"MQW1,EDGE It's the
^^can'"fmdSomwhafthe
responsibility, to find out exactly what the P^Jejn l
^ ^ someone who can [find
problem is then we must be accountable to re
P
differential diagnosis and
out what the problem is] . . . We are responsible tolook at tne ame
rule out all possibilities and then refer on (5
GUIDANCE PROTOCQt alV^^ssIbHand^then'refer
are responsible to look at dillerential diagn
,
education training, knowledge,
«(5/53-55). ... It's (differential d.agnos.s) —
'£•1.. and your
and research. Our protocols tell us, and th y
t
t r5/67-72)
history and physical findings, history is very important (5,67 /-)•
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GUIDANCE. PROTOCOl 51 PHY.^I P I A k i c s p o p p
»K
L •
collaborators involves my protocols, as well as scope of practic^S 267) Wlth

m>'

GUIDANCE, ROLE BOARD OF NURSING 1 F.GAI PHYSiriAMQ I'm licensed and
accountable to myself . . but ,n this state, we're [nurse practitioners] also accountable to
our physicians. So when the doc or the agency you're working for says I want you to
start doing culposcopy, in some states it's no problem. . . and in some states, culposcopy
may not be within the realm of nurse practice (1/111-155).
GUIDANCE, SCOPE I want them to realize that I'm a mid-level provider and that I
didn't go to medical school, that I'm a nurse practitioner. But I want them to know that 1
have a place and that they can trust me to do what I can do (3/228-234).
GUIDANCE. SCOPE OF PRACTICE. LEGAL. TENSION It [MD dominated
institution) does (creates another piece of accountability], though it shouldn't (2/438448).
GUIDANCE. SCOPE. LAW. SENSE OF SELF I think they [Board of nursing,
education, personal experience] assist in giving you some idea [of your own scope]
(2/177-178).
GUIDANCE. SCOPE. PROTOCOLS. PHYSICIANS. TENSION . . . the medical
accountability is there sort of, because legally I can't be a truly independent practitioner.
1 have to have a directing physician in this state and because of that it makes you
accountable to that physician. So that's why that piece is in there [in reference to a part
of whole accountability picture]. If we were in New Mexico I wouldn t have to be
accountable to a physician. My accountability would stop with me. I wouldn t have to
deal with that (1/180-189).
GUIDANCE. SCOPE. SF.NSF. OF SELF I think it's [accountability] an acknowledgment
of your own scope of practice. If you identify, as your own scope of practice not what is
conventional, or what your colleagues say what you should know. It goes both ways
(2/128-132)..
GUIDANCE. SCOPE. SF.NSF. OF SFi F, KNOWLEDGE Suppose you have
_
extraordinarv expertise in. . . Well, I know what my ^owledgeb^eisandldon tgo
beyond it, my know ledge base. And knowledge can be gainedIt rem not j u s i
just continuing education, but your own expenences, inclu 1 g y
pe

society. Society demands structure. Weneedto h .^ effect on another individual,
interact with each other. Everything we do does
And that's where
rr>ntrol
directly or rndireoly. Soma gu.del.nes
Staling

GUIDANCE, TENSION PROTCi£^f-5^im'oroin.SwhoPhad [IngwoC'VlreS
for example.) Well, for instance, I had a girl
d j k ovv what todo about it. I
it. I mean it's not in this book but it s m here pjphoUU an11^
^ } ^ need a
mean it's over-the-counter stuff, you know. 1 knew wm
protocol (3/272-277).
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GUIDANCE, SCOPE PERSONA I, SF.NSF When you work, you are in control of your
practice. . . you must know the bottom line of your practice. (2/358-360)
GUIDANCE TENSION PROTOCOLS, PHYSICIANS SCOPF ... when a guy came
in a couple of weeks ago dow nstairs, with a migraine headache, and he had taken his
roommate s Midrin, and it hadn t worked, . . . and we were sending him to a neurologist,
but couldn t get him in right away, so I gave him some Toradol, enough to him, just to
get through 'til the appointment. And that was in the protocol book, after I looked. 'Cuz
when I went back and looked it up, there it was, so I'm not too far off (3/284-296).
GUIDELINES. PERSONAL. EXPECTATIONS Yeah, and it [personal sense of self]
should be the essence of all professionals. We're entities who come from all different
walks. Now you might have slept through the pharmaceutical class on hypertensives.
Yeah, you got it done, but maybe you were out having a baby. Sure you are responsible
for it by some entity up there, but in reality you have to decide. Society decides and you
have to decide in it (2/789-796).
LIABILITY. GUIDANCE. KNOWLEDGE. SCOPE. LEGAL And she called me up and
said, you know you're gonna get sued, you know. And I said, but I didn't do anything
wrong, you know. I consented him, he agreed to have it put in, he knew infection was a
possibility. You know, I used aseptic technique, and you know, unless he can prove that
I didn't or did something wrong, you know, like I sneezed on him or picked my nose^
while I did it, you know, and w here's the witness? But I know I didn't. . . But still, it s
scary when it happens (4/295-307).
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Appendix J

Concern for the Profession

FEAR. PROFESSION. IMPACT OF OTHERS NON-ACCOUNTABILITY [Discussing
an individual, as well as collective professional responsibility through legislation and
Nurse Practice Act] Yeah, and look w hat happens . . . when one nurse practitioner gets
called on the carpet! Medicaid fraud, inappropriate treatment, whatever ... I mean,
however many they have over there are up on the chopping block! It'll happen with us.
One person is gonna relied on all the rest of the nurse practitioners. So God help us all.
1 hope it's never me. We have to be responsible for what we do. [PAUSE] And look at
Medicine. We have a responsibility to be sure we have no bad apples. Look at Medicine.
One bad apple just gets shov ed to the bottom of the barrel. They're not responsible
(3/173-180).
FEAR. PROFESSION. IMPACT OF OTHERS N O N -ACCOUNTABILITY [In
^
reference to another nurse practitioner] So she doesn't have any investment in what s e s
doing and probablv little accountability as well.. She comes in for a paycheck.
Particular^ no accountability for these difficult patients. No commitment.
vour level of commitment to' your job has to do with your level of accountability. 1 11 bet
(1/630-635).
I suspect that

GUIDANCE CONFI 1CT I N S T I T U T I O N PATIENT [Following discussion of direct
accountabilitv to patient as her most important accountability] The r
• „ vour
penpheral. It's your objective kinds of things, you know, your B«fr^f Nur g, y
doc looking over your charts and talking to you about
salary, and you know you're accountable for . . . taking care
'P
patient (1/249But you know, I just think the overriding ... you know, issue ... is the patient (1 uw
260).
GUIDANCE FFAR PROFESSION I know my
know
limits ... [in accountability] knowing your own pc
what I'm allowed to do in
limits of the law, 'cuz I've'made it my pr.onty to u^erstandsboa[d (to a little more of
this slate [in reference to the Board of Nursing].
, was probably okay where
that, 'cuz I'm seeing some people come in and <°
somebody calls and says should
they came from and then they get into tr°uble
,
t^at ancj then you're in
they reallv be doing that? and the Board of Nursing rules on
trouble (1/107-120).
GUIDANCE. FEAR PROFESSION Wet 1 ^P^^gfXtorsTre mkinga^ote on us. We
Nurse Practice Act that's being heard May 3.
g
We want them to know what it is
need to be honest and tell the truth about the whole tn^g^ ^ ^^ they're gonna vote
about our care that is so valuable and if we
goine to be subjected to nurse
Z^is
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practitioners and if we're not professional and good at what we do, then that's gonna
affect the entire state. You know. Th.nk about that
Our forte is health promotion
and prevention. No matter what area you go into, health promotion and disease
prevention is our thing. Um, that's our forte (3/139-154).
GUIDANCE, ORA'i—ZONE, ROLE Whether it be a purely or strictly nursing goal, or
the nurse practitioner kind of gray area, a medical diagnosis, medical treatment stuff, it's
still the same thing - a gtxxi outcome (1/493-497).
GUIDANCE. INSTITUTION, CONFUSION. ROLE CONFUSION [In response to
summative remark concerning collaborative practice with physicians and other nurse
practitioners] Yeah, and that's another area that's been very gray over the years. Because
and we've had arguments about it. Like who is our supervisor? Who supervises us?
And we have a rift between our nurse practitioners, as to you know I feel very strongly as
a nurse, that 1 would rather be supervised by nursing. . . . But on the other hand, you
work, at least we do in our practice, very closely with our physicians and Dr. [name
omitted] is the one I work with 99% of the time. . . Whoever is there .. . becomes my
back-up. And there's nev er been, 1 don't think it's ever been formally written down, but
that's it - the ways it's worked. So really, as far as my clinical practice, etc., I look at
[name omitted] as my superv isor, but on the organizational chart, I think [name omitted],
the director of the clinic is my supervisor and that was because of a big long drawn out
argument between (name omitted] and [name omitted], or whoever. So really, 1 think we
got screwed in a lot of wavs, cuz he's the last person I would want to be supervising me.
(4/475-505).
GUIDANCE. INSTITUTION. AMBIGUITY CONCERN. ROLE Yeah, and it's
interesting too, who we work for and where we work is an issue. I mean we work or
[institution] and where do we work. here, [name of] Hospital. And you know it s never
been really clear to me as to do we fall under any nursing policies? Now you know two
years ago*.. . we had to turn in our resumes and $75 . . . [now] We re part ot the
Medical Staff, associate members of the Medical Staff. They decided t at "^rse
practitioners, physician assistants, this certain group of people had to>
?~AH r.Ame anci
whether they w anted to get $75 or, 1 know what it was, it had to do wi
nrses
it was something thev interpreted from JCAH that we had to be . . .:s°
i.novv i mean 1
and you know under all the rules and regs for [the hospital]. 1 don t even
, even
worked for [the hospital] for years, for Nursing Service, but I don t kno
know where I stand with that; Well I guess there are bigger
to vo
with than that. . . When . . . another questions, though, who are you accountable to, y
know. The institution? (4/440-466).
GUIDANCE INSTITUTION. A MRICd HTY, ROLE
^ow.Tthink [name
constructed organizational chart] And meaning!less.
,
you know, and even
omitted] is now doing all of our PPEs, performan
him'doing [name omitted]
when [name omitted] did nunc, physically, well co
could see and
and [name omitted] and everybody's, you know who he. wm next
with
hear and all, and sometimes sees the patients of,
would. Well he
one, but you know, he never comes down in my
^
your own evaluations,
h
basically asked you what a lot of people do, he ask y
nrnitE^ V researcher! and
he puts in his two cents, and then he goes an
f
at ancj what I was doing. And
whoever, but vou know, he had really no idea
meone who you really work with,
' like (participant emphasis] being supervised £ someone w
y
someone you real I \ are with, who sees wha y
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GUIDANCE, INSTITUTIONS, LEGAL. AMBIGUITY, CONCF.RN ROT F i had been
signing the consent w ith the patients, you know, the informed consent And then she
[Staff RN] said to me you know, [the hospital] doesn't allow nurses to sign consents onlv
the doctor who is doing it legally has to sign the consent. And I said, but I'm doing the
procedure! And well, I'm still waiting to hear from the hospital lawyer to find out (4/5481).

GUIDANCE, LEGAL. BOARD OF NURSING. CONCERN. INSTITUTION
accountability, but it's kind of fuzzy and gray, you know and it's scary, you know, for
me, 'cuz you want to be accountable and you want to do the right thing and I don't feel
like I'm doing stuff to be on the tightrope or on the edge of stuff, but sometimes I think I
am and I don't even know it. It's really scary (4/94-102).
GUIDANCE. PROFESSION. CONCERN And you know, that just set my guard up, you
know about how sales reps, you now . . . and you know once we get prescriptive
pnvileges, you know , sales reps are gonna be dumping all kinds of medications and stuff
on us, you know . And is it something you even want to try, you know. And how much
do you have to look at it to try it. It's really frightening! (4/201-208).
GUIDANCE. PROTOCOLS. LEGAL And then the next thing I think of is a legal
accountability, to be sure I'm following my protocols to the best of my ability. The, um,
following the law and that's the scariest one for me I guess (4/47-51).
FEAR. GUIDANCE. TENSION IN USE [In answer of verification question, "so you're
working within your scope of practice with a responsibility and understanding with your
physicians for some feedback, to assure that scope ol practice is in actuality w at it is
supposed to be?"] Yeah, I work with protocols to insure that. . . I and the gynecologist
painstakinglv took a book, rew rote it according to what we wanted to do here, n a.no
setting I would follow the regular ones. But we just rewrote it and signed it aiwau
sitting on my desk.
have a protocol book from Florida, n
a
generally use (3/236-253).
A n d

t h e n

I

CONCERN. ROl F. TENSION NOVELTY OF POSITION. I live m a glass5
now. I'm the first nurse practitioner here. Everything is scru ini
• 8 ,
havc to pick my battles wisely. And that's probably there to
308). . Well', it's not with the docs [pointing to nurse in the hall and referring
conversation regarding RN] (3/313-316).

(3/304Llier

